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The Honorable Tom McCall
Governor of the State of Oregon
State Capitol

Salem, Oregon 97310

Dear CGovernor Mcéalli

On May 24, 1967, by Executive Order No. 67-14, in response to the
"Partnershlp for Health Act of Congress", Public Law 89-749, you

appointed the Governor's Health Planning Committee. You charged

the Committee with responsibility to implement Oregon s part1c1-

pation in the partnership for hsalth 1eglslat10n

The Emergency Board in October of 1967 approved a federal grant

of $72,500 to hire staff and commence work on the plannlng process.
Subsequently, federal and state funds were approprlated in the
amount of approximately $258,500 to date.

In June 1970 the Governor specifically challenged the Committee to
produce the nation's first State Comprehensive Health Plan by s
" January of 1971. Despite what has been described as "nationwide
uncertainty' as to what the parameters, processes, and format of

comprehensive health plannlng are--and we in Oregon have struggled
nightily with these questlons--your Committee accepted the cballenge

The difficulty of the task has begn exceeded only by the enormity

of the charge of continuous comprehensive health planning and the
variety of problems in health which cry out for attention and
" solution.

Should we gather all available data on all health related problems
into a health information system, define the problems in terms of
the data and develop solutions and plans. based vpon such data? Or,
should we accept the health problems the people believe to exist,
propose solutions, and develop plans to address those problems and
solutions? _ ‘

The absence of any data in some fields and the very skimpy and often-
times unusable data in other areas of concern militated against an
affirmative answer to the first question. The lack of objectivity




and the general absence of scientific analysis implicit in a
positive answer to the second question cautioned the Committee
against that as an ideal approach

However, your Commlttee chose the practical rather than the end-
lessly idealistic in developlng its solution. We chose to have
conifidence in a strongly ''consumer oriented" and ''grass roots"
approach to the development of the Comprehensive Health Plan.

We askec the people what they thought were the health problems
in their area of the state. We fashioned the Plan toward
solutions to those problems. : o

The Plan is not complete. It will never be complete. The Plan
is not up to date. It will never be up to date. Because the
health needs and problems are dynamic, the Plan cannot be static.
Because the health needs and problems ar: changing, the data
collected to describe them is continuously evolving.

Your Committee submits this Comprehensive Health Plan for the

State of Oregon as a viable document. The Plan represents the
contributionsof hundreds of consumers, voluntary health associations,
health professionals, public health and welfare agencies, health
institutions,; health insurance carriers, and a hlghly dedicated

and professional staff which has worked tirelessly in preparing

this document for publication.

Your Committee is convinced that having distilled so much informa-
tion and thought into this organized Plan for attacking selected
health problems, that the :job of planning comprehensively has truly
begun. Now is not the time to relax or lesser the state's efforts.
We urge your strongest support for increased effort and commitment
on the part of the state to coordinate the implementation of the
many recommendations included in the Plan.

The Plan must continue to be objective in coordinating the health
activities of not only state agencies, but those of the private and
voluntary sectors as well. It is imperative that this continuous

‘.- planning process be kept free of entanglements with state agenc1es

involved in health services and respon51b111t1es

In preparlng the Plan we. are indebted to a great many individuals,
institutions, and associations who have assisted by submlttlng drafts
of material and expressions of opinions. They have given unselfishly
of their time and talent. While those whose names are enumerated
hereinafter should bear no responsibility for statements or recommenda- -
tions included in the Plan, without their contributicn the staff

and the Advisory Council would have been unable to prcduce this Plan.

S
LILYD G. HAMMEL JR.
Chairman, Comprehen31ve Health P1ann1ng
Adv1sory Council :
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PREFACE

This documeni. has been developed in such a fashion as to utilize several
alternative mechanisms for developing plans and recommendations. It
incorporates into a composite plan, reports by the Comprehensive Health
Planning staff, as well as reports from ad hoc committees, professional
organizations, voluntary organizaticns, and state agencies who administer
the wide variety of health and health-related programs. Additional
aTuable input was received from the broad array of public, voluntary, and
private health organizations, as well as Tocal citizen ptanning committees
" subject matter experts who were sent copies of reports and asked to

1 .view and comment on the various elements of the proposal.

The fovernor's Health Planning Committee chose this method as an obvious

way of "tapping" these many sources of valuable and current information

and providing an expeditious means of assembling an initial version of

a comprehensive health plan for Oregon. But, of equal importance, the
technique demonstrated -- in a real way:-- how a rich source of data and
~information could be made available to guide decision makers, and the )
potential rewards to be attained through the cooperative efforts of ‘.
existing resource and service agencies and organizations ded1cated to

the concept of the "Partnership for Health."

We, of the Governor's Comprehensive Health Planning Committee and staff,
—.fully appreciate the limitations of this first attempt at evolving a compre-
+ hensive health plan. The imperfections are in .part due to the limitations
of time and in part due to the constraints imposed by a grossly inadequate
health- information system. The former problem will be dealt with in a
continuing effort by the Comprehensive Health Planning staff to refine plans
relative to selected priority areas during the next biennium on the basis
.of continued input.  The second probiem is ore being felt across the
naticn by all planning and decision-making authorities. Studies to
determine the feasibility of central data banks have. served pr1mar11y to
point out the high cost of ma1nta1n1ng such a management tool.

There will undoubtedly be 1nstances where the stimulus prov1ded by the
description of the problem and the recommendations contained in this Plan will
result in not only correction and updating of information and data, but also
will disclose compelling reasons fev taking immediate remedial action. We
strongly recommend that such infor~ " .on and proposals be submitted to the
Governor's Health Planning Committee for review. We emphasize that the
implementing action phase of this planning effort must be accomplished with
:the same cooperative-attitude and optimum communications that were achieved
during this initial phase -- this is essential if we are to succeed.
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The Health Planning Committee has, in the process of its discussions,
repeatedly reaffirmed its prerogative, intention, and its determination
to correct, revise, or add to this Plan at any of its meetings. It is
our belief that such flexibility is essential. -

With this Plan, it is our intention that the Governor and Legislators have
available for their consideratior a useful collection of information,
data, and recommendations compiled and subscribed to by the partnership
of our total health care community, which gives impetus and direction
toward the attainment of a high level of health for all Oregonians.

The rapid scientific advances in the field of medicine have dramatically upgraded
the effectiveness of today's heaith care services. Concomitant with techno-
logical advances and increasing atfluency, we have experienced an unprecedented
increase in the demand and expenditures for health services. P '

As one would expect, tne financing of cos.ts of medical care -- especially. for
the poor and those requiring extended care because of a major illness .--

has become a problem of critical proportions which the President has called

a "Crisis in Health Care."

The finantial elements of the health care crisis are several and varied.
Comparing medical care expenditures to 1950, today's expenditures

have increased three-fold (from $11 billion to over $67 billion). This

rise is attributable to several factors which include the population increase,
general inflation, medical‘inflation, more accessible facilities, an -
increase in the aged population, new services, and greater utilization.

‘Oregon, if it is to contribute to the control of increasing heaith costs,
must bring the total health costs into focus. A coordinated approach to
preventive health care, better utilization of existing health care
facilities, services, and knowledge, a free flow of information between
components of the delivery system and its beneficiaries, and an intelligent
use of all resources (in summary, comprehensive health planning) may

represent the only way in which costs can be kept in .their proper prospective
and services optimized without sacrificing the quality of medical care.

With the enactment of Public Law 89-749, the Comprehensive Health Planning ‘
Act, Oregon was afforded the rare opportunity to merge the strengths

" and capabilities of government, the private and the voluntary sector in

a unique partnership to bridge the gap between public expectations and"
accomplishment in health care. :

Comprehensive Health Planning is still new. It is barely beyond the
organizational phase. State and areawide planning should be given broad-
base support from all segments of the community. It is becoming increasingly
evident that planning is our best solution to developing principles and
methods for expanding the capacity of -the present delivery system and
meeting the challenges before us. . o ,

iF “For current information on the costs and financing of medical care, see
. Charts and Graphs Section of this Plan.

Q
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INTRODUCTION

The Comprehensive Health Planning Act of 1966 (P.L. 89-749) and the
Pertnership for Health Amendments of 1967 (P.L.90-174) revise and

iritiate several programs of health services grants to states and
committees. These programs -- state comprehensive health planning; areawide
health planning; comprehensive public health services support; and health
services development projects are all health-related in their operation

and in their goal of assuring comprehensive health services cf high quality
for every person. .

National policy has been clearly expressed by the Congress in the followin~
excerpt from the Law:

"Sec.2.(a) The Congress declares that fulfillment of our national

purpose depends on prom>ting and assuring the highest level of health
attainable for every person, in an environment which contributes positively
to healthful individual and family living; that attainment of this

goal depends on an effective partnership, involving close intergovernmental
collaboration, official and voluntary efforts, and participation of
individuals and organizations; that Faderal financial assistance must

be directed to support the marshalirng of all health resources -- national,
State, and local -- to assure comprehensive health services of high
quality for every person, but without interference with existing patterns
of private professional practice of medicine, dentistry, and related
healing arts.

(b) To carry out such purpose, and recognizing the changing
character of health problems, the Congress finds that comprehensive
health planning for health services, health manpower, and health facilities
is essential at every level of government; that desirable administration
requires strengthening the leadership and capacities of State health
agencies; and that support of health services provided people in their
communities should be broadened and made more flexible."

The Federal Comprehensive Health Planning Acit (P.L. 89-749) was derived
directly from the concepts and recommendations of the task force of the
National Commission on Community Health Services. Public Law 89-749 and the
"Partnership for Health" amendments of 1967 establish mechanisms for
comprehensive areawide and statewide health planning, identifying health
problems and establishing priorities in the allocation of resources. The
purposes of this legislation are to establisn comprehensive planning for
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health services, health manpower, and health facilities essential at every
level of government; to strengthen the leadership and capabilities of state
health agencies; and to broaden and make more feasible and relevant Federal
support of health services provided people in their communities.

The Partnership for Health asserts that these objectives wili be attained
through an effeciive partnership involving close intergovernmental
collaboration, a working relationship between government, professional
organizations, voluntary agencies, ard providers with participation by
consumers and consumer organizations. The Act establishes a new mechanism
to relate varied planning and health programs to each other and to other
efforts in the achievement of a total health goal.

It needs to be understood that comprehensive health planning was never
meant to supplant vertical or specialized planning which has been, and is
currently engaged in by each and every health care organization in varying
degrees. Comprehensive health planning does attempt to relate this type of
planning or activity to a broader range of health problems and needs, and,
in general, to overall needs.

The Law has five major sections:

1. It authorizes formula grants to the states to conduct comprehensive
health planning at the state level. The Oregon Comprehensive Health
Planning Program has been organizationally placed in the Program
Planning Division of the Executive Department.

2. The Act provides for grants for comprehensive healtk planning at the
district level. Three grants have been awarded to district
comprehensive health planning organizations in Oregen. The largest
of these grants has been awarded to the Metropolitan Portland C.H.P.
Association. The other two funded organizations include the Lane
County Council of Governments and the Southwestern Oregon C.H.P.
Association of Coos and Curry Counties.

3. Section (c) of the Act authorizes the funding of training for health
planners and citizen participants in comprehensive health planning.

4. Section (d) of the Act authorizes the distribution of bloc grants to each
state to be allocated to the State Board of Health (85% of total alloca-
tion) and the Mental Health Division (15% of total allocation) for use as
the State Comprehensive Health Plan dictates. The legislation further
states that 70% of the State Board of Health's and the Mental Health
Division's (d) monies must be spent for providing direct services at
the local level.

5. In addition there is a provision for funding special demonstration
projects through Section {e) of the Act. These grants are intended
to explore new and innovative methods of delivering health servicas
as well as encouraging comprehensive health services for the poor, the
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rural populations, and minority ethnic groups. Grant funds are
available to test new concepts and methodologies for improving the
present health delivery system.

State Level Response to the Partnership for Health Act

Comprehensive Health Planning was implemented in Oregon by Governor McCall

on May 24, 1967, with the issuance of Executive Order 67-14- (see Appendix) and the
appointment of a Health Planning Committee. The original committee consisted
of 12 members appointed by the Governor (the administrators of the State
Health Department, the State Mental Health Division, and the

State Welfare Division; the Dean of the University of Oregon Medical School;
a representative of the Budget Division; a representative of the Governor's
Office; a representative of the State Medical Association, a county com-
missioner representing local government; renresentatives of the public, one
from each of the four congressional districts) and the Chairman, also a
consumer representative.

On Juné‘]O, 1968, the Governor's Committee was expanded to include 17 members.
The new members included a hospital administrator, a dentist, an insurance
executive, and two representatives of the poor and ethnic groups.

The program became operational shortly before January of 1968 and soon there-
after the committee instructed the staf’ to give top priority to the develop- -
ment of district (areawide) planning conmittees. Consistent with this

charge, cooperative organizational efforis were initiated with the main
provider organizations and Tocal governmerit in each district.

The second task the committee dedicated itself to was the development of
priorities for allocating health resources and the obvious concomitant,
a State Comprehensive Health Plan.

Community Response to the Comprehensive Health Planning Law

Many communities in Oregon responded to the health planning challenge with
enthusiasm and commitment. It became obvious early in the development of
comprehensive health planning that without appropriate funding for staff,
office space, travel, and supplies, health planning could not be fully
effective. The hope of federal funding waned early as the federal health
budget was observed to be obviously inadequate to sustain the level of
activity dictated by the comprehensive health planning concept. Counties such
as Coos and Curry, Douglas, Washington, Columbia, Clackamas, Multnomah, and
Lane supported the planning for health concept and expressed the priority
they gave to health problems by allocating funds to match federal monies.
These counties are to be complimented for their foresight and perserverance
to plan for the future health of their citizens.

Oregon must continue to strive for the goal of having each district achieve

the capability of identifying their health problems, assignina priorities
to its resources, and moving ahead to efficient solution of these proble.:.

17




The organization of district (areawide) comprehensive health planning
organizations took various forms; however, in most instances, the original
impetus came from a steering committee composed of representatives of
voluntary health organizations, the medical society, the dental society,
the hospitals, elected county and city officials, local health office,
nursing profession, and consumer Teaders of the community.

After the basic organizational tasks of preparing by-laws; filing of articles
of incorporation (when appropriate); completing the necessary information to
acquire non-profit status with the Internal Revenue Service; and assuring the
representation of a broad range of community leaders and interests on the
planning committee, the organization qualified to request the Governor's

Health Planning Committee to recognize the organization as the sole
comprehensive health planning authority for that state administrative district.

District planning has made significant strides during the past two years.
This is reflected only partially by the federal grant funds awarded under the
314(b) section of the Law to four funded areawide comprehensive health
planning organizations.

District 7's (Coos and Curry Counties) Southwestern Oregon Comprehensive

Health Planning Assoc ation was awarded a second year grant of $24,806..

The Lane County Planning Council received their first year developmental

grant of $14,324. The Metropolitan Portland Comprehensive Health Planning

Association for District 2 (Columbia, Clackamas, Washington, and Multnomah

gounties) were recently awarded their first year operational grant of
70,495,

Malheur and Harney Counties, as part of Idaho's Treasure Valley Comprehensive
Health Planning Association, parti ipate in the benefits of a $24,334 grant
made to that organization.

Comprehensive health planning organizations that are not funded, but nevertheless
recognized by the Governor's Health Planning Committee, include District 4's
Linn, Benton, and Lincoln Comprehensive Health Planning Association; Douqlas
County Comprehensive Health Planning Association; District 3's Mar1on, Poi%, and
Yamhi i1 Comprehensive Health P]ann1ng Assoc1at1on District 1's Clatsop and
Tillamook Counties; and District 8's Joseph1ne and Jackson Comprehensive

Health Planning Counc11

District 10 (Deschutes, Crook, and Jefferson Counties), District 9 (Hood River,
Wasco, and Sherman Counties), and District 11 (Klamath and Lake Counties),

are currently developing the organizational base for health planning

committees and it is expected that these district committees will receive
official recognition from the Governor's Health Planning Committee during

the early part of 1971.

Relationship of Comprehensive Health Planning with the Hill-Burton and
Oregon Regional Medical Programs

Two programs that are often confused in purpose with comprehensive health
planning are the Hil1-Burton Planning and -Construction Program (P.L. 91-296,
as amended), administered by the State Board of Health, and the Oregon Reg1ona1
Medical Program (P.L. 89-239), located on the campus of the University of
[:R\!: Oregon Medical School. :
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Regardless of the stated operational objectives of these two programs,
there are certain basic differences in operational philosophies between
them and comprehensive health planning.

The Hi11-Burton Program was implemented in Oregon in 1945 &nd is administered
as a program of the Oregon State Board of Health. Its budget approximates
$5,000,000 L=+ biennium, $4,800,000 devoted to subsidizing the construction
and modernization of health and health care facilities. The allocation of

. federal monies among construction and modernization projects in Oregon is
based upon a priority system developed by applying a formula reflecting bed
needs by hospital service areas. Hill-Burton funds are provided for a
priority project on a one-third federal - two-thirds Tocal matching basis.
Counsel and guidance is provided to the State Board of Health by a 16-member
Hospital and Medical Facility Survey and Construction Advisory Council.

The Governor's Health Planning Committee has contracted with the Oregon

State Board of Health to perform the facility review function of comprehensive
health planning.

The Oregon Regional Medical Program one of the 55 Regional Medical Programs
in the country, was implemented in Oregon in April, 1968. The University

of Oregon Medical School was selected as the fiscal agent for the

program and it followed that the program offices were located on the
University of Oregon Medical School campus. This arrangement has facilitated
a close administrative relationship between the program and the Medical
School. The current annual budget of $837,328 has been largely (75%)

devoted to financing continuing education courses and seminars for
professionals and allied health personnel training in the broad areas of heart,
cancer, stroke, and diabetes, and for financing demonstration projects aimed
at improved patient care in selected hospitals throughout Oregon and

the University of Oregon Medical School. Special studies including patient
origin ¢tudies have been conducted and have contributed significantly to
planning data utilized by many organizations doing health planniny. Policy
is determined by a 41-member advisory board, representing various health
organizations and the public.

The Comprehensive Health Planning Committee's functions differ from either

of these programs in the scope of the health problems considered (from

mental health to diseases, to environmental sanitation), and in its concern
for longer-range comprehensive planning as it addresses specific problem
areas of the medical care delivery system. The 17-member Governor's Health
Planning Committee represents both providers and consumers of health services
but the consumers must remain in the majority, as dictated by the federal
law. Comprehensive health planning, to a greater degree than others of

" the afore-mentioned programs, relies upon 2 working relationship with
district areawide planning committees composed of consumers and providers.
Grass roots participation in the planning process has been a prime policy

.consideration of the Governor's Health Planning Committee. The Comprehensive
Health Planning Program is designed as an umibrella program to coordinate tne
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mechanisms for defining roles among the many health providers and groups.
Its operational scope, as contrasted to its overall purpose, has been
obviously limited by the size of its staff.

Although there has been considerable discussion at the national level
regarding the feasibility of administratively merging these three programs,
at the present time in Oregon the programs complement each other
functionally and provide needed focus on critical problems of the health
care delivery requiring immediate and expert attention.

Both the Oregon Regional Medical Program and the Hill-Burton programs
are examples of specialized programs necessary to the successful implemen-
tation of goals and objectives determined by Comprehensive Health Planning.

Purposes of Comprehensive Health Planning

Section 314(a) of the Act provides for assisting the states in developing

and sustaining comprehensive health planning programs. Comprehensive

health planning is intended to enable states to identify problems and needs;

to set and periodically revise objectives toward which private medicine,
voluntary health organizations, and non-governmental health and related
agencies and groups can strive cooperatively; to promote the efficient
utilization of resources, tc develop and expand resources where needed;

and to assure that current and future health manpower, services, and facilities
for the prev:ntion of disease and injury and for health care will be coordinated
~with one another and with those welfare, education, vocational rehabilitation,
and other activities that affect environmental, physical, and mental health.

Comprehensive health pianning neither negates nor diminishes the need for

- continued or expanded functional or specialized planning. Operating State

and Tocal agencies and private and voluntary organizations should continue to
plan for specialized programs -- the construction of health facilities, the
development and expansion of community mental health programs, regional
medical programs, programs in environmental control, services for the mentally
retarded, etc. -- and to plan for increasing the supply and effective
utilization of trained manpower. Comprehensive state health planning provides
a framework for strengthening such efforts by relating objectives in these
specialized areas to each other and to the overall needs and resources of

the state. , A

Specialized health planning and functional planning not only contribute to
comprehensive planning but also increase their own potential when they are
conducted within the state health planning agency's comprehensive,
integrated, long-range framework.

The Scope of Comprehensive Health Planning

The term "comprehensive" as applied to state health planning is envisicned in the
Act to mean that such planning will be concerned with the entire population and

. territory of the state; with all health and associated problems that affect

the well-being of all persons; and with all types of health services, facilities,
and manpower existing in the state or developed to meet needs throughout the
State.
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Comprehensive health planning should include a variety of informational,
consultative, and promotional activities, including recommendations for

action by both public and voluntary agencies, institutions and individuals

to meet needs for preventive and health care services, facilities, and
manpower . Comprehensive health planning is characterized by its comprehensive
scope, integrated naturs and Tong-range viewpoint.

The comprehensive state health planning agency, which will henceforth be
referred to as "the Agency," will provide an immediate organizational

focus for identifying health problems in the state and recommending policies
and programs to improve the health status of the population. While it

is recognized that an agency may not be able at any one time to direct

its attention to such a comprehensive scope of planning as described,

the Agency should schedule its activities in such a manner as to encompass
this scope of planning within a reasonable period of time.

" The Agency should establish and maintain a continuing planning process

for developing and adopting recommendations to guide the organization,
financing, and provision of health services, facilities, and manpower.

Over a period of time, these recommendations, as revised and inter-related
within a comprehensive framework of study, problem identification, goal
establishment, and priority determination, will form the basis for a compre-
hensive state health plan.

The following are some of the functions that we believe should be performed

by the comprehensive state health planning agency. They are listed neither in
order of importance nor in order of time. All are continuing and inter-
related and each builds upon and contributes to the other..

A. Déve]opment and Periodic Revision of a Comprehensive State Health Plan

1. Selecting and applying measures for evaluating the health of the
population and for assessing the impact on health status of
environmental, social, economic, and other related factors.

2. Undertaking studies to define the scope, nature, and Tocation of
health problems and to identify and assess the resources available
and necessary to solve them.

3. Selecting goals and priorities for solving identified health problems
through the use of available resources or through the development
of new resources.

4, Deve]op1ng both current and long-range policy and action recommenda-
tions for meeting the health needs of the people of the state
through public, voluntary, and private efforts.

5. Developing criteria for evaluating health programs and their

contribution to attaining the goals established through comprehensive
health planning.
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B. Provision of Information and Consultation

1. Providing information that will serve as a basis for responsible
public decision makjng in the development of new or additional health
resources to serve health needs.

2. Undertaking, either directly or by arrangement with other agencies,
special studies and continued gathering and analysis of data on
health problems and resources.

3. Promoting the development of areawide health planning organizations
and assisting them in their work.

4, Providing information to, consulting with, and generally assisting
specialized health planning agencies and public and voluntary operating
health organizations in the development of their plans and programs.

C. Promoting Coordination of Health and Other Programs

1. Providing channels of cummunication among public, voluntary, and
private agencies and groups with health and related concerns.

2. Recommending measures for the essignment and coordination of health
-functions in the state which promote maximum efficiency and
minimize overlap and duplication of functions and resources.

3. Recommending measures for more effective coordination of health
activities with related activities ir such areas as welfare,
education, and vocational rehabilitation.

4. Working with counterpart agencies in other states to identify
and suggest possibla approaches for handling health problems that
cross state boundaiies.

In fulfilling its planning responsibilities, the Agency will necessarily work
closely with other planning and operating governmental and non-governmental
agenc1es at state, regional, and local levels. It is not expected to
exercise adm1n1strat1ve authority over such agencies. The recommendations
adopted by the comprehensive state health p]ann1ng Agency and the plan it
develops, however, will be useful to such agencies in their program

planning and deve]opment; and to state and local executive and legislative
bodies and federal granting agencies in decision making with respect to

the development, coordination, and funding of health programs.

A close relationship should exist between the Agency and areawide health
planning organizations. Applications for federal grant support of areawide
health planning may be approved by the federal Health Services and Mental
Health Administrator only after prior approval by the state health planning
agency (or agencies, in the case of interstate areas).
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Formal and informal relationships between the Agency and prospective areawide
organizations should address such questions as the geographic relationship

of areas to state planning regions, mutual assistance in utilizing planning
resources and techniques, the establishment of planning priorities within
each area, and the development of appropriate areawide planning activities

to complement the objectives and efforts of comprehensive state health
planning. The Agency may consider incorporating in the state's comprehensive
health plan parts or all of the plans developed by areawide planning organi-
zations as well as by other groups and agencies engaged in planning.
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REPORT FORMAT

A standard report format was adopted to facilitate information gathering and
the presentation of data in a logical and orderly form. The following explana-
tory information detailing the conceptual basis for each of the section
headings of the individual reports is providad to assist the reader in under-
standirj these various report areas. An outline of the format is presented
below followed by a detailed explanation of each of the subject headings.

TITLE OF STUDY OR PROBLEM AREA

GOAL FOR PROGRAMING RELATIVE TO THIS PROBLEM AREA

STATEMENT OF CONDITION/PROBLEM

CURRENT PROGRAMS AND ACTIVITIES

AUTHORITIES

OBJECTIVES

RECOMMENDATIONS AND METHODS

OPERATIONAL PROBLEMS

EVALUATION CRITERIA

PRIORITY ASSIGNED TO PROBLEM AREA/RECOMMENDATIONS*

TITLE
Self exp]anatofy
Examples:

COMPREHENSIVE HEALTH PLANNING; REHABILITATION; HEALTH MANPOWER, ETC.

GOAL

A general long-range statement focusing on a goal which may be somewhat
idealistic but attainable at some future point in time. It represents the
broad mission of programs addressed to this particular health problem
area. It answers the questions of "what are we trying to achieve with
respect to the existing problems" and "what is the ultimate purpose of
resource expenditures in this health problem area."

*To be determined by Governor's Health Planning Committee
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Examples:

Promoting and assuring an optimum level of health for all Oregonians;
reduction of illness and disability; eradicate tuberculosis; prevent

and control venerel disease; provide and make accessible quality medical
care to all migrants; insure to all Oregon residents and visitors prompt
accessibility to emergency medical services; insure adequate health
facilities distributed throughout the state to meet the needs of Oreg-t's
people; attain and maintain a healthy environment ~onducive to optimum
individual, family, and community living.

CONDITION ~

The condition reflects the severity of the problem and its extent. The
problem or condition is stated in terms of morbidity, mortality, preva-
lence, trend, disability days, and reduced productive 1life.

Other important descriptive data and informetion identify target groups,
state of the art (technology), law (outmoded statutes), resources, attitude
of the public, geogranhic factors, etc.

The questicns that this particular section addresses itself to are "what

is the problem", "how bad is it", "what needs to be ame’iorated", and
"why". -

CURRENT PROGRAMS AND ACTIVITIES

Describes briefly the significant programs focusing on this problem area
and most important, the agency or organization having jurisdiction.
Covers public (federal, state, local), private, and voluntary sectors.
Identifies who conducts which program. Includes fiscal, personnel, and
facility data when readily avaiiable as an indicator of the size of the
effort or program.

AUTHORITIES

Identifies the authority under which the agencies have responsibility in
the applicable problem area. Indicates whether the agency having juris-
diction has it by statute, legislative mandate, Governor's Executive
Order, tradition, fiat, etc. Refers to Oregon Revised Statutes (ORS),
legislative resolutions, legislative committee minutes or other docu-
mentation, executive orders, organization charts, policies of boards and
commissions, etc.

OBJECTIVES

Objective statements reflect accomplishments desired within a certain
time frame. They can be best formulated by conceptualizing "what are the
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jmpediments to goal attainment and what needs to be done to overcome
the impediments." Whenever possibie, the objective is stated in quanti-
fied terms, and within a practical time frame.

Objective statenents are sometimes called sub-goals. They generally
answer the question, "what is going to be done that will contribute to
the ‘achievement of the goal ana by when." Objectives should be
specific enough to permit the evaluator to apply a measure or index of
accompiishment or progress. The objective, obviously, should be related
to the goal. It should not be confused with an activity. ("Inspection
of a nursing home" is an activity. "The upgrading of care or reduction
of violations" jis ¢ objective. "Establishing a tuberculosis case
registry" is an activity. "Assuring continued surveillance of all
tuberculosis patients for five years after discharge" is an objective.)
An objective should be output oriented, and subject to evaluation.

Examples:

By July 1971, have identified the major health problems in Oregon and
have assigned a priority to the nine most serious; by January 1971,
insure that all health construction, projects, and programs proposed for
execution are in conformance to the State Plan; establish local health
planning capability in each of the State Administrative Districts by
July 1971; reduce tuberculosis cases from 5/100,000 to 3/100,000 by
1975; provide emergency medical care services in every city in Oregon
over 20,000 population by 1975; have established a health information
system for Oregon by 1975.

RECOMMENDATIONS AND METHODS

The r~ecommendations and methods section is directed to answering who is
to do what, when, where, and how. Recommendations may or may not be
directly related to ach1evement of any part1cu1ar objective, but are
pertinent to the problem and its solution.

Recommendations may propose reorganization or realignment of authority
or may address themselves to the fragmentation of responsibility and
authority. Statutory revisions may be included as recommendations.
Recommendations wmust be specific. The methods propose the "how" for
implementing the recommendation(s). Several methods are provided when
appropriate or applicable.

Examples (Recommendations):

1. Comprehensive Health Planning evaluate morbidity and morta11ty data
obtained from the State Board of Health, voluntary agencies, Oregon
Association of Hospitals, Oregon Medical Association, and Keiser
Research Foundation and array diseases in order of ceverity.
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Review all applications submitted to State Board of Health for
Hi11-Burton funds and for licensing.

Review all notices of intent (A-95) applying for planning and/or
construction funds.

Establish a Comprehensive Health Planning Committee in each State
Administrative District.

Examples (Recommendations and Methods):

1.

Discontinue use of University of Oregon Tuberculosis Hospital as
a special treatment hospital.

Method

Support a special task force of representatives from University of
Oregon Medical School, Tuberculosis and Respiratory Disease Asso-
ciation of Oregon, State Board of Health, Oregon Medical Association,
and Oregon Association of Hospitals to present recommendations for
<implementing this recommendation.

Expand Maternal and Infant Care Project at Emanuel Hospital in
Portland.

Methods

a. Oregon State Board of Health request adaitional funding for
project grant #11111.

b. Emanuel Hospital apply to Health, Education, and Welfare for
funding assistance.

Install telephones approximately every two miles on major interstate
highways in Oregon.

Method

State Highway Commission arrange with Northwest Bell Telephone for
installation of phones at points designated by the State Highway
Commission.

Consolidate authority for venereal disease control in the State
Board of Health. '

Method

State Board of Health submit bill to Legislature revising ORS 510.620
to exclude Department of Education.
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OPZRATIONAL PROBLEMS

This section identifies existing operational problems which impede
progress to accomplishing the recommendations. Insufficient staff¥,
need for improved procedures, outdated equipment, fragmented responsi-
bility, ambiguity in the policy or statute, and generally inadequate
budget or resources (including lack of skilled people) are all
operational problems that need to be corrected to assure accomplish-
ment of the recommendations and progress toward objective.

EVALUATION

This section delineates responsibility for evaluating progress toward
objectives and 1ists criteria for measuring success of the programs.

RECOMMENDED PRIORITY

The priority assigned the problem areas will be considered and determined
at future meetings of the Governor's Health Planning Committee. The
Committee, with assistance from Portland State University, is developing
a system by which specific health problems can be assigned priorities

on the basis of the many and diverse variables.
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EMERGENCY MEDICAL SERVICES

GOAL MINIMIZE PERSONAL INJURY AND LOSS OF LIFE BY PROVIDING ADEQUATE
EMERGENCY MEDICAL CARE AND RELATED SERVICES TO ACCIDENT AND
ILLNESS VICTIMS.

CONDITION

In 1968 emergency room facilities in Oregon treated over 400,000
patients, of which 12% were medical emergencies such as cardiovascular
arrests, heart, asthma, allergic reactions, etc., and 35% were accident-
injury victims. (See Table 1)

Motor vehicle accidents are the leading cause of accidental deaths.
Oregon's motor vehicle death rate per 100,000 population was the highest
in the western United States. In 1966, Oregon's rate was 36; Alaska 22;
California 28; and Washington 29. 1In 1967, the rates were 34, 20, 27, and
29 respectively. In the past 15 years, the rate of motor vehicle
deaths has climbed dramatically from a low of 25 in 1955 to a high of
36 in_1965 and has remained high: 34 in 1967; 33 in 1968; and 35 in
1969.1 It is impossible to ascertain the number of motor veh1c1e
accident-injury victims that could have been saved with improved
emergency medical facilities and procedures. It will suffice to say that
- the potential for reducing loss of life in this area is significant.

- This report addresses itself specifically to five major topics in
emergency medical services: personnel, communications, facilities,
transportation, and financing. In recent years more and more people
have become concerned with the ava11ab111ty and qua11ty of these
services. Frequently, the care provided is critical in terms of stabili-
zing the vital processes of the individual. The f0110w1ng are some of
the prob]ems that have emerged from stud1es reviewing the spectrum of
emergency medical services.

Communications. The entire system of caring for traffic casuvalties is
inadequate. Rapid communication is often unavailable. For example,
out of 143, 18% of the ambulance services operate without radios or
mobile telephones. Of the 82% with radio equipment, only 32% can
contact local hospitals, only 42% can call their local police, and only
14% can communicate directly with another ambulance base station. In
addition, only 4 out of 79 hospitals are able to radio an ambulance
service. The 11 rest areas along Interstate 5 have telephones. Most of
these can be operated without a coin for emergency calls. According to
the State Highway Department, there are 58 additional rest areas through-
out the state, but only one has a telephone. In addition, there are 61
- truck scale locations throughout the state, five of which have telephones.

T. U.S. Bureau of the Census, Statistical Abstract of the United States: 1969
(90th edition) Washington,.DC, T969; and the Oregon State Board of Health,
; i Vital Statistics Section, Oregon Pub11c Health Statistics Report for
El<1(j Calendar Year 1969. 31




Table 1

Types of Cases Handled by Emergency Departments in 1968

Number Percent

Exams and Miscellaneous (foreign bodies, burns, 95,781 29
infections, upper respiratory -infections, etc.)
Other Injuries (limbs, abdomen, chest, face, 51,881 16
back, etc.,
lLacerations 50,490 15
Medical Emergency (cardiovascular arrest, heart, 39,199 12
asthma, allergic reactions, etc.)
Patients Examined in Emergency Room by Their ‘ 26,726 8
Own Physjcians

.Medications,’Injections, Transfusions 23,262 7
Fractures - 13,531 4
Pafients Examined as a Result of Motor 10,687 3
Vehicle Accidents :
Cast Room | 8,702 3
Minor Surgery (lesions, cysts, lipomas, etc.) 5,388 ., 2
Overdoses ' 3,067 ]
Unspecified (many hospitals did not keep records - 71,785 -
on the type of cases handled in the Emergency
Room)

TOTAL 400,499 - 100%

Sou~ce: Oregon State Board of Health, Emergency Medicai Services
Evaluation and Master Plan Development, May, 1969.
(Note: Unless otherwise noted, the remaining data in this
r$por§ has been taken from the Emergency Medical Services
Plan. ‘
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Oregon has no statewide coordinated radio communication system for
hospitals. Such a system would be critically need d during a crisis,
disaster, and/or power failure.

Hospital routes are poorly marked and emergency vehicles often must
travel streets clogged with traffic. Provisions for ambuiances to
change direction on freeways are very rare.

Transportation and Personnel. Ambulance equipment and/or. staffing
standards are inadequate to either treat victims at the accident scene
or to prevent aggravation of injuries during transit. Less than 50% of
the ambulance personnel providing direct care to the sick and wounded
have had Advanced Red CrOSS‘training or its equivalent. Only 45%

of the ambulances services met the minimal equipment standards recom-
mended by the American College of Surgeons Committee on Trauma (ACSCT);
48% did not have oropharyngial airways; 45% did not have short or long
spine boards; 45% did not have a hand-operated bag-mask resuscitation
unit; 40% did not have padded mouth gags; and 21% lacked a leg-shaped
hinged, half-ring splint. in addition, 11% reported that their
vehicles were not equipped to care for burns. Staff training and
experience was at a level where 26% were unable to handle emergency
treatment of poisonings, 30% were unable to handle emergency births,
and 85% were unable to handle radiation victims.

Financing. Inadequate mechanisms for financing quality emergency medical
services represent one of the most significant problems retarding the
improvement of emergency medical services. The question of who should pay
for these services is a fundamental one. Should the burden be cariied

by the users themselves or should society, as a whole, bear more of the
costs because of the widespread demand for high-quality and readily-
available services by an educated public? .

The financial situation as it now exists can best be described as precarious.
One of the most significant reasons for this is the inability of many
ambulance services to make a profit. High costs of equipment, vehicles,
adequate personnel coverage, and poor patient-payment ratios have all
contributed to the increasing number of ambulance companies closing down.
Of the providers of ambulance services in 1968, only 22% showed a

profit, 41% broke even, and 22% showed a loss (15% did not respond)

A particularly serious income problem reported by ambulance services
is the inability to collect accounts receivable. This is further compli-
cated because there is no lien law including ambulance services in Oregon.

Features of certain insurance poiicies also result in financial diffi-
culties for ambulance services. Most insurance policies provide only
minimal coverage {usualiy limited to $25) for ambulance transportation.

In addition, a significant number of insurance companies pay the insured
directly and not the vendor. Ambulance companies have comp1a1ned

that it is difficult to collect from the insured party and that insurance
companies should pay directly to the vendor.
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Few areas in the state have ambulance districts that are defined and
honored. In the vast majority of areas having two or more ambulance
services, no districts have been defined, with ambulance services
competing with each other on calls to the detriment of all.

Over the years, city and county governments have assumed increasing
responsibility for providing or partially subsidizing emergency
medical transportation. In 1968, 71% of the 143 services were
operated as non-profit services; at least 45% were governmentally
operated and 15% were operated by volunteers. Approximately 40% of
the servizes were privately operated as ambulance companies, funeral
homes, hospitals, and other non-specified organizations. .l.ess than 9%
of the privately operated services reported that they received some
form of subsidy from local government.

While several local government officials have expressed concern over
the existing mechanisms for financing ambulance services, there is’
general consensus on the need for establishing statewide personnel
and vehicle standards (as recommended by Oregon State Board of Health
report: Emergency Medical Services Master Plan and Evaluation.)

The concern of a few in local government is most clearly expressed

in the following excerpt from a letter written by Donald L. Jones,
League of Oregon Cities, dated April 10, 1970, to Comprehensive
Health Planning:

...Most cities in the state are directly involved in the

problems of ambulance service, either through regulation of private
ambulance operators or through direct city operation of ambulance
services. QOver the past few years, a number of cities have been
forced to take over the operation of ambulance services after
private operators have abandoned them. This has been apparently
the only way to keep any ambulance service in these communities.
The city-operated ambulances have become significant burdens for
the cities that have assumed them, and in Almost all cases, require
some sort of a general government subsidy inasmucn as they

cannot be financed from service charges.

The League executive committee asked to be placed on record as
reminding the health planning agency, that a serious problem
exists in financing adequate ambulance service throughout the
state. The League will be very much interested in development
of programs that give adequate consideration to financing

needed services in all areas of Oregon. City officials are
especially concerned that some existing public ambulance services
will have to be discontinued if present plans to establish’
standards are pursued without also developing financing and
operator training programs to help cities meet these standards.
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It becomes apparent that a form of state-level funding as a subsidy
is essential if Uregon is to provide requisite, quality emergency
medical services to its citizenry.

Emergency Hospital Facilities. Many Oregon hospitals do not have specific
service units: 60% do not have an intensive care unit; 28% do not have
blood banks; 40% have no pathology lab; 74% have no X-ray therapeutic
section; and 25% have no pharmacy.

Many emergency facilities in Oregon are understaffed, particularly
during the second and third shifts. Sixty-seven percent of the 77
hospitals with emergency rooms have no full-time nurses or doctors

in the emergency room, but are operated by surgery nurses or nurses from
other departments. Four hospitals (5%) have no physician cail 1lists.
On-site inspection by Oregon State Board of Health revealed that in

only 58% of the facilities were there prior arrangements for calling

in specialists.

Thirty-four percent of the hospitals reported that not all emergency
room patients are seen by physicians. Ambulance personnel universally
complain about the length of time it takes for a physician to arrive
at the emergency room. Many times a registered nurse in the emergency
room waits until she sees the patient before calling a doctor to the
emergency room, even though the ambulance company has telephoned ahead
to the hospital relaying the nature of the emel yency and requesting a
doctor.

Only 24 hospitals had a basic medical emergency room physician's fee
Tisted. Others state the physician makes his own charge. The fees among
the 24 averaged $7.67, ranging from $3.00 to $10.00. Seventy-six
reported a basic hospital emergency room fee. The average fee was

$6.30, ranging from $2.00 to $13.00.

CURRENT PROGRAMS AND ACTIVITIES

Oregon State Board of Health, Emergency Medical Services Section, is
responsible for the planning and coordination of a statewide program

of emergency medical care and transportation. In May, 1969, they
published the first comprehensive report on the status of emergency
medical services in Oregon. All hospitals with emergency facilities,
ambulances and rescue services, police departments, and officials
representing city and county governments were surveyed by questionnaires
and personal interviews. Since the completion of this study, Emergency
Medical Services' staff has proceeded to develop community councils

for emergency medical services. ’

The Section has developed, and is now implementing, a statewide
training program for emergency care personnel through the community
colleges in Oregon. This is a 72-hour course (similar to the one
designed by the Multnomah County Medical Society), including

advanced initial care of the sick and injured, accident scene manage-
ment, extrication of accident victims, and training in the use of all
equipment used in, providing emergency medical services.
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Their biennial budget for 1969-71 was $42,000 in Comprehensive Health
Planning 314(d) monies and $55,0C0 in Highway Safety funds.

Oregon Traffic Safety Commission is responsible for the coordination and
upgrading of emergency medical transportation and communication. They
had a biennial budget of $150,000 for 1969-71, and disbursed $1,671,178
in federal highway safety funds from 1967 to 1970.

Recently, the Commission contracted with a consultant engineering firm
to develop a statewide emergency medical radio communications plan.

The plan will be concerned with frequency allocation, the establishment
of emergency radio dispatch centers, and preparations for the eventual
implementation of a single statewide phone number (911) for all
emergencies. The plan should be completed early in 1971.

Several additional projects have been funded. The Washington County
project (the first of its kind in the United States) establishes a
single emergency communications center (ceni.ral dispatch) connected

to one universal emergency telephone number. Dialing the emergency
number (911) connects the caller to dispatchers for the police, sheriff,
fire department, ambulance companies, and Emergency Services.

The Lane County project will place under one radio dispatch center

the various public. private, and voluntary ambulance operators. The
central dispavch center links the ambulance to the hospital and has

the capabiiity of hooking up with police and fire. A reserve generator
to power the radio, in case of power failure, is planned. In addition,
a radio, interfaced with this system and funded by Traffic Safety, has
been instalied in a helicopter/ambulance owned by Bohemia Lumber Company.
When this system becomes operative, Lane County will be the only county
in the United States that has incorporated into its emergency service -
network a private industry-owned helicopter/ambulance to serve
critically injured traffic victims.

The Malheur and Harney County project is the first in the United States
to use solar batteries to power roadside ranio-telephones where
electricity is unavailable or undependable. In addition, five trans-
mitters will be built on mountain peaks to transmit emergency communi-
cations in areas where previous emergency communications have always been
Timited or non-existent. The roadside telephones will be connected with
an areawide radio network, tying into the Idaho and Nevada network.

The Portland Council of Hospitals Community Disaster Coordination Committee
has been instrumental in organizing approximately 13 hospitals and over
5 ambulance companies in the Portland service area to install the
" Motorola system "HEAR" (Hospital Emergency Administrative Radio). The
system operates on a high-band radio frequency allowing the interfacing
of other non-Motorola high-frequency equipment. The "HEAR" system uses
two radio frequencies and is designed to handle both day-to-day
emergencies on 155.340 MHz and community or regional disasters on
155.280 MHz.
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The Local System is a single frequency radio unit designed for
day-to-day local emergencies. By 1ifting the handset on the radio
unit, hospital staff can communicate to all other units on that
hospital's (PL) "private line” (their mobile units, radio-equipped
personnel, radio-equipped rooms, etc.). By dialing other "private
line" codes, contact can be made with other hospitals and ambulance
services within radio range.

The Regional System uses a two-frequency radio unit designed.for
communication at both the local community and regional levels. These units
are operated only by designated "regional hospitals." Regional hospitals
are responsible for coordinating hospital emergency activities at both

the local and regional Tevel in the event of a cisaster.

An integral part of this plan is the designation of regional hospitals
in strategic locations throughout the state. An inter-regional hospital
communication network would enable the selected hospitals to communicate
the extent of needed supplies, equipment, and manpower, regardless of
power failure.

The Portland area is the only one in Oregon organizing an areawide radio
communication system between hospitals and between hospitals and
ambulances. Multnomah County Hospital was chosen by the Portiand
Council of Hospitals as the most ideal location for the "regional
'backbone' hospital" in the Portland area; the hospital intends to apply
for federal funds to subsidize the $4,500 cost of the necessary equip-
ment. However, it is waiting for the outcome of the statewide emergency
services radio communication plan, contracted by the Traffic Safety
Commission, before they submit the request. One of the next goals

is to connect a Red Cross Mobile Unit and other rescue-emergency
agencies with the regional hospital.l! It should be noted that the
"HEAR" system is primarily a hospital communication system and has
limited utility as an ambulance communication network.

Nowhere in the state are any of the emergency medical services tied to the
Communications Center and Command Post of the State Office of Emergency
Services (Civil Defense). This means that in the event of disaster, there
is no communication and no participation in the decision-making process
between emergency medical services and the Emergency Services Agency.

The only exception to this is the Oregon Nuclear Emergency Organization
Plan, which calls for the participation of the State Health Officer,

the Director of Emergency Services in the State Board of Health, and the
Director of the Department of Environmental Quality to advise the Governor
during a nuclear crisis at the command post.

Minutes of Portland Council of Hospitals Meeting held November 18, 1969.
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The Department of State Police is planning to purchase and operate four
helicopters beginning in the 1971-73 biennium. These vehicles will be
used for a wide variaty of purposes, including traffic contrel and
surveillance, Driving Under the Influence of Liquor (DUIL) enforcement,
emergency medical transportation, highway debris removal, criminc]
investigation, search and rescue, fish and game enforcement, and
commercial fisheries enforcement.

Although its primary purpose will be traffic control and surveillance,

the helicopter will be available for rescue operations and removal

and evacuation of seriously injured individuals - especially in situations
where ambulance access is difficult.

Air Transportation. In the Medford arca, Mercy Flights offers a unique
air ambulance service. For an annual family membership of $8, they will
provide air transportation to members as far away as Portland, Seattle,
or San Francisco. Flight services in Burns, Portland, Albany, and

Joseph offer charter flights, but lack emergency equipment or personnel.

Air Ambulance, Inc. of Eugene offers charter air ambulance service to
arywhere in the United States and the Eugene-Springfield Ambulance Service
will provide the needed technicians and equipment.

At the time of the Emergency Medical Services survey, there were three
helicopters in Oregon avaiiable for emergency transportation and rescue
operations. The helicopter/ambulance owned by Bohemia Lumber Company
in Cottage Grove is available to traffic accident victims throughout
Lane County. The other two helicopters are owned by Ramblin Rotors, a
private unsubsidized transportation service in LaGrande (Union County).
They are equippad with only a torch and flares. Rental costs for the
LaGrande helicopters. are $140/hour. Recently, through an agreement
with the Traffic Safety Commission, a Coast Guard helicopter/ambulance
based in Astoria is providing rapid transportation to critically injured
traffic victims within a 55-mile radius of Astoria.

AUTHORITIES

Oregon T¢.:7fic Safety Commission

ORS 484.520 - Creates the Traffic Safety Commission and lists the
officials that shall serve by virtue of their office.

ORS 484.570 - Qutlines the duties of the Commission, including
"organize, plan, and conduct a statewide highway
safety program."

ORS 484.590 - Governor to apply for, receive, and disburse federal
highway safety funds to carry out approved state high-
way safety programs conducted under the Federal
Highway Safety Act of 1966.

Oregon State Board of Health - Emergency Medical Services Section -
administrative mandate.




PERSONNEL
OBJECTIVES

1. Upgrade the educational level of emergency medical services
personnel so that all emergency medical technicians have completed
the Oregon State Board of Health sponsored community college training
program or its equivalent by 1973.

2. lpgrade the staffing level of ambulance services so that there will

be two trained emergency medical technicians on at least 95% of
emergency calls by 1973 (34% at present time).

RECOMMENDATIONS AND METHODS

l. DESIGNATE A SINGLE STATE AGENCY RESPONSIBLE FOR CONSOLIDATING AND
INTEGRATING INTO ONE STANDARD COURSE, THE TRAINING PROGRAMS
CURRENTLY BEING CONDUCTED BY THE DEPARTMENT OF EDUCATION, STATE
FIRE MARSHAL, COMMUNITY COLLEGES, BOARD ON POLICE STANDARDS AND
TRAINING, RED CROSS, HOSPITALS, MEDICAL SOCIETIES, AND AMBULANCE
ASSOCIATIONS. THIS INTEGRATED COURSE TO BE MADE AVAILABLE TO ALL
EMERGENCY MEDICAL SERVICES PERSONNEL, PUBLIC SAKETY OFFICIALS
(FIRE, POLICE, ETC.), AND THE GENERAL PUBLIC.

Method
The Governor or Legislature designate the Oregon State Board
of Health the sole State agency responsitle for the consoli-
dation of all emergency medical services trairning programs.

2. REQUIRE EMERGENCY MEDICAL TECHNICIANS (AMBULANCE TECHNICIANS) TO BE
LICENSED BY THE OREGON STATE BOARD OF HEALTH TO ASSURE THAT A
MINIMUM TRAINING STANDARD HAS BEEN ATTAINED.

Method
Oregon State Board of Health to prepare and submit legislation
in 1971 to require emergency medical technicians to be licensed.
Successful completion of minimum training standards .(as defined
by the State Board of Health) be a prerequisite to licensure.

3. STAFF AMBULANCES ON ALL EMERGENCY CALLS WITH TWO TRAINED PERSONS.
Method

Ore yon Ambulance Association and Oregon Voluntary Ambulance
Association adopt this staffing standard and urge their
members to comply
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4. BROADEN TH™ GOOD SAMARITAN STATUTE (ORS 30.800) SO THAT NO
QUALIFIED PROFESSIONAL/PARAPROFESSIONAL SHALL BE LIABLE FOR CIVIL
DAMAGES RESULTING FROM THE ADMINISTRATION OF EMERGENCY CARE IN
GOOD FAITH AT THE SCENE OF ANY EMERGENCY, UNLESS SUCH ACTS ARE
WILLFULLY, WANTONLY, OR GROSSLY NEGLIGENT.

- Method

Oregon State Board of Health submit legislation to broaden
ORS 30.800 to include all qualified medical professionals.
Paraprofessionals, firemen, and policemen. who have success-
fully completed the Oregon State Board of Health sponsored
community college course on emergency medical care or its
equivalent, should also be included in the law.

OPERATIONAL PROBLEMS

1. Licensed emergency medical services personnel mav command higher
salary rates, which will increase the cost of some services.

2. The cost of staffing ambulances on emergency calls with two trained
persons may be prohibitive.

3. Local governments are currently encountering financial problems in
operating emergency medical transportation services; higher
standards for emergency personnel will increase the financial burden.

COMMUNICATIONS

OBJECTIVE

3. Broaden and upgrade the emergency medical services communications
network:

a) Develop a coordinated statewide emergency medical radio
comminication system with related networks appropriately
integrated and interfaced.

b) Develop and implement an integrated statewide emergency
medical services communication plan so that by 1975 at least
75% of the providers of emergency medical services will be
operating equipment compatible with and interfaced on the
statewide network.

c) Implement centralized dispatching centers responding to all

emergency calls in the major metropolitan areas of the state
by 1975.
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Aruitoxt provided by Eic:

d) Implement the universal (for all emergency calls - fire,
emergency medical services, police, etc.) emergency telephone
system (dial 911) in ten state administrative districts by
1980.

e) Install dial-tone (911) phones connecting to central dispatchina
centers at proper intervals on all primary highways by 1977.

RECOMMENDATIONS AND METHODS

Radio

5.

BROADEN THE RESPONSIBILITIES OF THE DIVISION OF EMERGENCY SERVICES
TO DEVELOP A STATEWIDE PLAN FOR COMMUNICATION SYSTEMS AND TO
PROVIDE CONSULTATION DURING THE INITIAL . LANNING, COORDINATION,
AND REVIEW OF REGIONAL AND STATEWIDE COMMUNICATION SYSTEMS
DEVELOFED BY PUBLIC AND PRIVATE AGENCIES AND ORGANIZATIONS.

Methods

a. Governor, through executive order, direct the Division of
Emergency Services to:

1) Develop a state plan for radio communication systems.

2) pProvide technical assistance and insure conformance with
the state plan by all public or private avencies or
organizations applying for state or federal funds
and by any agency or organization requesting technical
assistance.

b. Governor appoint an advisory council to the Division of
Emergency Services including representatives of those public
and private agencies and organizations that have a functional
interest in the planning and operation of regional 'and state-
wide communication systems.

c. The advisory council to the Division of Emergency Services
review all statewide and regional communication plans and
make recommendations to the Division of Emergency Services.

DIVISION OF EMERGENCY SERVICES ASSUME RESPONSIBILITY FOR THE STATE-
WIDE PLAN FOR EMERGENCY MEDICAL RADIO COMMUNICATIONS DEVELOPED BY
THE OREGON TRAFFIC SAFETY COMMISSION AND ASSURE THAT IT REPRESENTS
THE BEST COLLECTIVE JUDGEMENT OF THE OREGON ASSOCIATION OF HOSPITALS,
OREGON AMBULANCE ASSOCIATION, OREGON VOLUNTARY AMBULANCE ASSOCIATION,
AND OREGON STATE BOARD OF HEALTH.

Methods

a. Oregon Traffic Safety Commission submit the prepublication
draft of the statewide plan for emergency medical radio
communications to the Oregon Association of Hospitals (OAH),
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7.

10.

the Oregon Ambulance Association (OAA), Oregon Voluntary
Ambulance Association (OVAA), and Oregon State Board of
Health for review and comment and the Division of Emergency
Services for approval.

b. Ambulance services and hospitals be encouraged to give high
priority to implementing the recommeindations of the plan
applicable to their organizations.

¢. Oregon State Board of Health be authorized to assist
hospitals and ambulance services participating in the emergency
communications network in fully utilizing the communications
equipment and to design standard operating procedures for
emergencies.

d. Oregon Association of Hospitals designate regional hospitals
by the end of 1971 which would also serve as "regional
hospitals" for communication purposes. '

e. Major metropolitan areas be encouraged to implement a central
dispatching center for transmitting emergency calls to
ambulances, fire, police, sheriff, or civil defense.

f. Centralized ambulance dispatching should be supervised and operated
by qualified emergency medical technicians.

Telephone

ESTABLISH THE UNIVERSAL TELEPHONE NUMBER SYSTEM (911), FOR EMERGENCY
CALLS THROUGHOUT THE STATE. (PUBLIC TELEPHONE SHOULD BE REPLACED WITH
TELEPHONES DESIGNED SO THAT THE EMERGENCY NUMGER CAN BE DIALED

WITHOUT COIN.)

LOCATE PUBLIC TELEPHONES IN REST AREAS AND PARKS.

LOCATE DIAL-TONE (911) TELEPHONES AT PROPER INTERVALS ON PRIMARY
HIGHWAYS. THEY SHOULD CONNECT DIRECTLY TO THE CENTRAL EMERGENCY
DISPATCHING UNIT IN THE AREA.

Method

Division of Emergency Services, together with the telephone
companies and Public Utility Commissioner, implement the
telephone systems within a reasonable time frame.

INTERFACE THE DIVISION OF EMERGENCY SERVICES COMMAND POST WITH
THE CENTRAL DISPATCHING UNITS AND "REGIONAL HOSPITALS" FOR
COORDINATION DURING DISASTERS.



Method

The Division of Emergency Services apply for federal funds to
Interface the command post with the central dispatching units and
"regional hospital"” communications system throughout the state.

Signs

1ll. THE HIGHWAY DIVISION OF THE DEPARTMENT OF TRANSPORTATION INSURE
APPROPRIATE DIRECTIONAL SIGNS TO EMERGENCY FACILITIES.

Methods

a. Highway Division of the Department of Transportation adopt the
"national hospital sign for highway use, developed by the
American Association of State Highway Officials.

b. The Highway Division install informational signs in all rest
areas, state parks, and w.yside coffee shops and gas stations
to identify available emergency facilities and how to get to
them. :

12. EMERGENCY R®OM SIGNS SHOULD BE CLEARLY VISIBLE ON THE OUTSIDE OF

THE HOSPITAL AND AT THE EMERGENCY ROOM ENTRANCE.

Method -
.Hospital administrators determine if the emergency room signs

are adequate throughout the hospital area, and install
additional signs where required.

OPERATIONAL PROBLEMS

4, Some ambulance services have recently purchased incompatible
equipment and would find it economically infeasible to replace it
immediately. (The cost of purchasing compatible radio equipment in
ambulance services is estimated to be approximately $1,150 --
$1,500 per ambulance; for those services without radio equipment
now, an additional $3,000 receiver at headquartars will be necessary.
The cost of transmitters is not included because it is so variable,

depending on Tocation, height needed, and distance from base
station.g _ :

5. Police and fire agencies are refuctant to participate in central
dispatching units until the emergency medical service field has
. implemented some sort of communications system and is on one frequency.

6. The installation of the "911" emergency phone system at propér
intervals on primary highways is expensive.

43




7. Ambulance companies have expressed concern over wno will man the
dispatching equipment in the central dispatching unit. It is
considered vital that ambulance companies control ambulance
dispatching: to determine the legitimacy of the call, the type
of service that is required, and instruct the caller in emergency
care procedures.

AIR AND GROUND TRANSPORTATION

)

OBJECTIVES  « )

4, By 1973, upgrade all ambulance services to comply with the 1968
minimal equipment standards of the Committee on Emergency
Medical Services, Division of Medical Sciences, Natirnal
Academy of Sciences.

5. By 1973, expand emergency helicopter transportation so that 90% of
the state's population has helicopter service available (presently 13%).

RECOMMENDATIONS AND METHODS

13. REQUIRE LICENSING OF AMBULANCE SERVICES OR OTHER ORGANIZATIONS THAT
PROVIDE AMBULANCE TRANSPORTATION FOR THE ILL OR INJURED.

Method

Oregon State Board of Health submit appropriate legislation to
license those ambulance services whose ambulances meet the
standards for vehicles and equipment, as established by the
Committee on Emergency Medical Services.l Vehicles used for
transporting non-emergency cases should not be required to
meet the above sStandards.

14. OREGON STATE HIGHWAY DIVISION TO DESIGN AND CONSTRUCT MEDIAN STRIPS
ON FREEWAYS SO AS TO PERMIT EMERGENCY VEHICLES TO REVERSE THEIR
DIRECTION AT POINTS SEPARATED BY NO MORE THAN TEN MILES.

)

15. ESTABLISH AMBULANCE SERVICE DISTRICTS TO ASSIGN GEOGRAPHIC AREAS OF
PRIMARY RESPONSIBILITY TO AVOID OVERLAP OF SERVICES AND TO SERVE AS A
TAXING AUTHORITY TO BROADEN THE BASE OF FINANCIAL SUPPORT FOR AMBULANCE
SERVICES. - -

1. Division of Medical Sciences, National Academy of Sciences booklet,
Medical Requirements for Ambulance Design and Equipment (September 1968).
The total cost for completely equipping an ambulance,.according to this
standard, is less than $300, excluding oxygen tanks -- 98.6% of the
ambulances now have oxygen tanks. ,
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Method

Association of Oregon Counties submit legislation providing for
the establishment of ambulance districts. Districts should be
established by Councils of Government, with the advice of the
areawide health planning committees.

16. STANDARDIZE WARNING LIGHTS ON ALL AMBULANCES.
Method

regon Ambulance Association and/or Oregon Voluntary Ambulance
Association submit legislation standardizing ambulance warning
lights.

17. PUBLIC AND PRIVATELY OWNED HELICOPTERS SHOULD BE LOCATED IN A
STATEWIDE CAMPAIGN TO RECRUIT HELICOPTERS CAPABLE OF AND AVAILABLE
TO PROVIDE EMERGENCY TRANSPORTATION (PRIMARILY FOR SERIOUS
EMERGENCIES REQUIRING RAPID TRANSPORT OR WHERE ACCESSIBILITY OF
AN AMBULANCE IS IMPEDED).

Methods

a. Oregon State Board of Health negotiate with corporations and
flight services owning helicopters to provide on-call emergency
medical transportation.

b. Oregon State Board of Health request the cooperation of
other governmental agencies to utilize existing helicopters
for emergency medical transportation.

c. Oregon State Board of Health develop and circulate to all
hospitals with emergency facilities, ambulance services, law
enforcement agencies, and the medical societies, current

lists of helicopters and charter planes available for emergency
medical transportation.

d. Oregon State Board of Heaith.should purchase emergency equipment
and lend it to participating private, charter, and governmental
helicopters. '

OPERATIONAL PROBLEMS

8. There are no significant-operational problems identified relative
to this section other than the usual constraints revolvipg around
shortages of manpower, money, materiel, as well as palicy and
procedural changes inherent in any realignment of programs and
responsibilities.

EMERGENCY HOSPITAL FACILITIES
OBJECTIVE |

6. By 1973, devé]op a network of emergency hospital facilities to provide
the fuil spectrum of emergency medical services.




RECOMMENDATIONS AND METHODS

18. EVALUATE AND CLASSIFY ALL HOSPITAL EMERGENCY DEPARTMENTS IN TERMS OF
THEIR FACILITIES, PERSONNEL, AND SERVICES, AS WELL AS THE TYPE
AND SCOPE OF EMERGENCY MEDICAL CARE RENDERED.E/ 2/ .

Methods

a. Designate a limited number of "Major Emergency Facilities" in
metropolitan areas with 24-hour full-time physician coverage and
with the emergency-related equipment and physical plant capa-
bility of handling any emergency.

b. Designate other hospitals where a doctor is always on call within
the hospital as "Standard Emergency Facilities." Such hospitals
will be capable of handling "normal emergencies."

c. Designate other facilities as "Limited Emergency Facilities.”

d. Oregon State Board of Health, in cooperation with areawide
comprehensive health planning committees, Oregon Association
of Hospitals, and county medical societies, inventory existing
emergency facilities in their area and classify them into three
types, according to the level of service they offer. This
iclassification should be made public and utilized by the ambulance
~‘services.

1) "Major Emergency Facilities" provide:

_a) Full-time coverage by a licensed physician on the premises
of the hospital.

b). Twenty-four hour capabilities for rapid X-ray, laboratory,
EKG, pharmacy, operating and admitting room services.

c) Twenty-four hour coverage by registered nurses in the
emergency unit, 4

d) Adequate physical plant with appropriate backup system
to-handle any likely emergency situation.

e) Adequate backup personnel (professional and clerical)
for unusual emergency situation.

f) Centers should be operated under the direction of an
Emergency Department commlttee of the hospital medical
staff.

For more detailed information and procedures for classifying emergency
facilities, see Journal of American Medical Association (JAMA)

September 7, 1970, vol. 213, No. 10, pp. 1647-1651. :

. Hospitals may limit their emergency facilities according to the avallablllty
of nearby major emergency centers. Hospitals not set up to handle emergencies
will not be considered as emergency qualified.
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19.

20.

21.

22.

g) A heliport shall be available in close proximity to
emergency entrance.

h) There should be no more than one "Major Emergency
Facility" in each city under 100,000 population.

2) "Standard Emergency Departments" provide: (a) physicians
available on premises of hospital 24 hours per day;
(b) registered nurses available on the premises of the
hospital 24 hours per day; and (c) twenty-four hour
capability of X-ray and laboratory.

3) "Limited Emergency Facility" maintain 24 hour-a-day
capability to meet any emergency situation that might
reasonably arise,

ESTABLISH THE UNIVERSITY OF OREGON MEDICAL SCHOOL POISON CONTROL
CENTER AS THE CENTER FOR POISON INFORMATION FOR ALL EMERGENCY
FACILITIES IN THE STATE.

Method

University of Oregon Medical School submit a request for funds
from the 1971 Legislature to operate poison control center.

MORE EMPHASIS SHOULD BE PLACED ON RECOGNITION OF PSYCHIATRIC
EMERGENCIES ‘AND THE ROLE OF THE PSYCHIATRIST IN THE EMERGENCY
DEPARTMENT .

STANDARDIZE SPLINTS, STRETCHERS, OXYGEN, AND OTHER EQUIPMENT FOR

EXCHANGE PICKUP BETWEEN HOSPITALS AND AMBULANCES.

URGE IN ALL NEW CONSTRUCTION OR REMODELING OF HOSPITAL FACILITIES
THAT THE SPACE ALLOTTED TO EMERGENCY FACILITIES BE DETERMINED ON THE
BASIS OF THE ACTUAL AND POTENTIAL PATIENT LOAD OF THE EMERGENCY
DEPARTMENT. ALL FACILITIES MAFTNG UP THE EMERGENCY DEPARTMENT
SHOULD BE LOCATED ON THE GROUND FLOOR IN ADJACENT AREAS -- THIS
WOULD INCLUDE X-RAY, LABORATORY, AND OPERATING ROOMS.

OPERATIONAL PROBLEMS :{-

9.

The University of Oregon Med1ca1 School Poison Control Center is
presently an unfunded operatﬁon. If it were used extensively
throughout the state, serious burdens would be placed on the
personnel now donating their time to it.

47



FiNANCING COSTS OF EMERGENCY MEDICAL SERVICES

OBJECTIVE

7. By 1975, develop methods of financing emergency medical services so
that ambulance services and emergency facilities will be financially
sound and capable of providing a high level of care.

RECOMMENDATIONS AND METHODS

Z23. DEVELOP METHODS FOR FINANCING HIGH QUALITY EMERGENCY MEDICAL SERVICES.
Metheds

a. The Emergency Medical Services Advisory Council to the Oregon
State Board of Health study and make recommendations to
the Governor's Health Planning Commnittee on improved
methods of financing emergency medical services.

b. The Emergency Medical Services Advisory Council of the
Oregon State Board of Health study and make recommendations
to the Governor's Health Planning Committee defining the role
and responsibility of state and local governments in
providing or subsidizing emergency medical services.

24. ALLOW AMBULANCESERVICES TO FILE LIENS AGAINST PERSONS WITH OVERDUE
BALANCES (AS PHYSICIANS ARE ABLE TO DO).

Method

Department of Commerce prepare and submit legislation
providing for a "lien law" for ambulance services.

25. PAYMENT BY INSURANCE COMPANIES SHOULD BE MADE DIRECTLY TO THE
VENDOR, NOT THE INSURED.

Mectlod
Insurance companies reassess their payment policies and

attempt to provide direct payment to the vendor instead of
the insured.

OPERATIONAL PROTLEMS

10. There are no significant operational problems identified relative
to this section other than the usual constraints revolving around
shortages of manpower, money, materiel, as well as policy and

procedural changes inherent in any realignment of programs and
responsibiiities.
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VOLUNTARY ORGANIZATIONS
OBJECTIVE
8. By 1972, coordinate all emergency medical services planning at

the state and district levels.

RECOMMENDATIONS AND METHODS

26. EACH AREAWIDE COMPREHENSIVE HEALTH PLANNING COMMITTEE ESTABLISH
AN ADVISORY COMMITTEE ON EMERGENCY MEDICAL SERVICES MADE UP Or
REPRESENTATIVES FROM RED CROSS, LAW ENFORCEMENT AGENCIES, FIRE
DEPARTMENTS, AMBULANCE AND RESCUE SERVICES, MEDICAIL SOCIETY,
HEALTH DEPARTMENT, CIVIL DEFENSE, HOSPITAL APMINISTRATOR, ETC.
THIS ADVISORY COMMITTEE .TO HAVE THE RESPONSIBILITY FOR PLANNING,
COORDINATING, IMPLEMENTING, AND REVIEWING THE EMERGENCY MEDICAL
CARE SYSTEM IN ITS DISTRICT.

OPERATION PROBLEMS

11. There are no significant operational problems identified relative
to this section other than the usual constraints revolving around
shortages of manpower, money, materiel, as well as policy and
procedural changes inherent in any realignment of programs and
responsibilities.

EVALUATION CRITERIA

1. CompTletion of state-approved community co]]ege course by 100% of
emergency medical technicians by 1973, v

2. Preparation and implementation of state communications plan.

3. Compliance with minimal equipment standards for all ambulances
providing emergency transportation by 1973.

4. Establishment of a network of emergency care facilities offring
a complete range of services by 1973.

5. Establishment of mechanisms for adequately f1nanc1ng emerger.cy
med1ca1 services by 1975.

6. Establishment of mechanism for planning and coordinating emergency
medical services throughout the state-by 1972.
PRIORITY

To be determgned.
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FACILITIES

GOAL ESTABLISH IN EACH ADMINISTRATIVE DISTRICT, A NETWORK OF COOPERATING
HEALTH-PROVIDER ORGANIZATIONS MAKING AVAILABLE TO ALL OREGONIANS
(REGARDLESS OF THEIR LOCATION, ECONOMIC CIRCUMSTANCES, TIME OF NEED,
RACE, REL1GION, OR NATIONAL ORIGIN) A CONTINUUM OF COMPREHENSIVE
HEALTH SERVICES (INCLUDING PREVENTIVE, DIAGNOSTIC, THERAPEUTIC,
EMERGENCY, CURATIVE,' AND MAINTAINATIVE SERVICES) LOCATED AS CLOSE
TO THEIR WORK AND HOME SETTINGS AS IS CONSISTENT WITH THE ACHIEVE-
MENT OF GENERALLY RECOGNIZED SERVICE QUALIEY STANDARDS AND THE
ACHIEVEMENT OF OPTIMUM UNIT SERVICE COSTS.

CONDITION

The following "facility" categories are addressed in this report:

Qutpatient services
Rehabiliation facilities

a. Neighborhood clinic services
b. Extended care facilities

c. Hospitals

d. Laboratories

e.

f.

It should be noted that the faciiity categories listed above are

not exclusive of one another, not always easily distinguishable, and
not amenable to unambiguous description. Clear-cut definitions simply
do not exist because there is a great deal of overlap between each
category. As new skills are created and technology advanced, category
definitions also change. Certain organizational settings have evolved
over the years in order to make services available for people who needed
them. Most development has occurred in response to -nhe availability of
funds to pay for these services. These artificial :oundaries have

been fortified by licensing laws, certification regiirements, and

1. i.e., Intensive, Acute, Intermediate, Convalescent, Rehabilitative, Home,
and follow-up. . ' R

2. The health care facility network envisioned in the goal above conceptualizes
a system which does not violate the cultural mores of the people or force
them to undergo humiliation, extreme cost, or inconvenience in order to
obtain needed health services; a system which firmly places decisions
on the allocation of resources in the hands of informed and responsible
community consumer representatives; a system which features rational cost
and quality controls with performance-review feedback to long-range
planning at the district and state level; a system which (insofar as is
possible, consistent with thie goal elements previously outlined) allows
for provider competition, self-government and operating autonomy, and
plural forms of ownership, organization, and association.
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financing mechanisms, and have occasionally been changed by these same
mechanisms. Home care and extended care was a Medicare formulation
combining certain traditional aspects of hospital and nursing home
services. Neighborhood clinic services are an Office of Economic
Opportunity formulation of traditional hospital-physicians' office
services and social welfare services.

Laboratory and rehabilitation services may be component services of both
hospitals and nursing homes, and yet these services have also been pro-
vided in many physicians' offices. Exclusive definitions for these
services have been attempted, but have never been widely accepted
because they have been attempts to define components as if they were
the whole rather than parts of the whole. There are no "natural"
divisions of the health service provision universe which allow any
particular service or service provider to stand alone, out of context
with the other services or service providers. The divisions that do
exist, exist as a matter of tradition, administrative convenience and
licensure. However, for the purposes of this chapter, it may not be
important to define each of the above classifications, if when all
merged into one category, they form a patient service continuum.

Tradition, administrative convenience, medical politics, community

pride and lack of reimbursement controls are powerful factors which,

if unchecked, tend to fragment services unnecessarily without providing
mechanisms to offset the fragmentation. Oftentimes, the intrinsic
similurities among all health provider organizations and their

essential relationships with one another are obscured by their surface-
level differences. The differences, then, rather than the similarities,
become institutionalized. They are embodied in-laws, rules, regulations,
financing mechanisms, accounting systems, and statistical reports.

Patient service is, and must be, a continuum or continuity of care.
Persons require certain services to obtain, maintain, and restore their
capacity to function as productive human beings. They need mental,
physical, preventive, curative, restorative, supportive, inpatient,
outpatient, and home services. There is no "natural" reason for any
of these services to be exclusively provided by any particular kind
of traditional or newly formulated health provider crganizations.
Laboratory screening services in a given area, for example, may best
be provided by a for-profit, physican-directed multiphasic screening
unit affiliated with a nonprofit hospital. In suburban Portland,

an identical service may best be provided in private doctors' offices
or group practice clinics, while in an urban ghetto it may best be
provided in a neighborhood clinic or in the outpatient department of
a large hospital. The roles of all provider organizations are under-
going serious review at this time. We simply do not have enough
information in 1970 to conclude that one form of organization is
always more effective than any other in the provision of a particular
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service. We cannot, therefor2, rationally conclude that a certain
spectrum of services ought to constitute "hospital" services while a
distinctly separate and different spectrum of services ought to constitute
"nursing home services," and so on.

For the reasons indicated above, this stidy emphasizes consideration of
services and service programs rather than institutions. Where this is
not possible and the nature of the text requires a reference to the
various categories of organized health providers, we will utilize the
following “working" definitions:

a. Clinics (outpatient services; ambulatory services):

Facilities to enable persons who are il1, injured, or concerned
with potential illness to seek the consultation, diagnosis,
prescription and/or treatment of Ticensed medical professionals

on a routine (non-emergency), ambulatory (walk-in office-type
setting) basis. Clinics may offer far more than physician services
(i.e., laboratory, x-ray, minor surgeries, pharmacy, physical
therapy, screening, etc.)

b. Hospitals:

Institutions organized and licensed to enable the combined -
application of Ticensed profess1ona]s consultative, d1agnost1c,
prescriptive, and therapeutic services, with the services of a
number of supportive professional and technical personnel and
with supportive.space, equipment and supplies, to provide curative,
restorative, and supportive services, on an inpatient (patients

in bed) and/or outpatient (walking patients) basis; institutions
organized to care for routine and emergency cases for two or more
nonrelated individuals on a 24-hour basis; institutions which

may brovide any of the following levels of intensity of patient
service: emergency, intensive, acute, intermediate, convalescent,
custodial, rehabilitative (restorative), and home care services.

c. Nursing Homes:

Institutions providing primarily long-term (at least 30 days
or more) convalescent and/or chronic care for a period
exceeding 24 hours for two or more i11 or infirm patients not
related to the nursing home administrator or owner by blood or
marriage. Convaiescent and chronic care may 1nc1ude, but need
not be 1imited to, the procedures commonly employed in nurs1ng
and. caring for the sick.

d. Homes for the Aged:

- Institutions providing board, domiciliary, and residential
care (for compensation) for three or more aged persons not
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related to the operator by blood or marriage. A new name
for facilities within this category is also Retirement Apartments.

When we refer to services and service programs, we will use the following
"working" classifications and definitions:

a. Environmental Health Services:

Air, water, and noise-pollution controls; sanitation and
engineering services; health aspects of urban planning; and
occupational healtn services. _

b. Identificative Services:

The testing of apparently well persons to identify latent or
potential illness before it results in impairment of functional
capacity. This service might also provide a health data bank
in the future.

Preventive Services: N
‘r.‘ll

(¢}

Health education and information; maternal and child health’
services; vision conservation; preventive mental health services;
fluoridation and other preventive dental health services;
vaccination and communicable disease-control services, including
tuberculosis and venereal-disease control; annual physical
examinations, etc.

d. Outpatient Services:

Non-emergent, consuitative, diagnostic, and therapeutic services
provided to people who are partially incapacitated or sick but
remain ambulatory.

e. Emergency Services:

Services required to assure immediate response at any time

to situations believed by i11 or injured persons to be emergencies.
This category includes disaster medical, ambulance, mobile intensive
care, emergency communications, and emergency med1ca1 services

such as those provided in hospital emergency rooms.

f. Curative inpatient institutional services (normally provided
by hospitals):

Including emergency and non-emergent diagnostic, prescriptive

and therapeutic, (intensive, acute, intermediate, convalescent,
rehabilitative, and home care services).
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g. Maintainative inpatient institutional services (normally
provided by nursing homes, homes for the aged, and home
health agencies):

Including custodial, residential, social, and economic services,
as well as controlling drug therapy and nursing services and
preservative rehabilitation services.

It will be noted that the service classifications utilized above describe
a comprehensive continuum of services that any individual person might
require to obtain, maintain, and restore a state of optimum functional
health capacity.

By Comprehensive we mean: the delivery of environmental, preventive,
diagnostic, curative, restorative (rehabilitative) and maintainative
services integrated in such a way that they are brought to bear

on the total needs of the individuai or family. It is widely believed
that this can be accomplished only by 1) a continuing relationship

with a central source of care (one person or a team of providers)

with responsibility for the health of the pat1ent and 2) the coordination
of the entire range of services through the primary provider. Thus,

a full range of uncoordinated services does not constitute comprehensive
care, nor does a continuous patient-physician relationship without
accessibility to the complete breadth of services.

By Continuum we mean: that persons are treated as whole persons rather
than collections of organs, diseases or conditions requiring treatment;
and that needed services are coordinated to apply what persins need,

when they need them. An uninterrupted ordered sequence of health services
(continuity of care).

General Condition

More than 500 organizations provided health care services for the 2,056,171
people! of Oregon in 1970. They are owned and operated by all levels

of government, for for-profit coporations and proprietors; .religious
groups and by non-sectarian, non-profit corporations. As individual
organizations, they are referréd to as general and special, long-term

and short-term, convalescent and intermediate care hospitals;

extended care facilities and nursin. homes; homes for the aged; group

care homes; foster homes; home health agencies; halfway houses;
infirmaries; psychiatric hospitals; domicillaries; diagnostic and treat—
ment centers; clinics; etc.

Health facilities, often thought of simply as buildings, are in
actuality complex social and economic structures. They exist
- to enable the focus of many diverse technical skills and facilitating

Preliminary report of 1970 Census Bureau totals carried on pages 1 and 5,
The Oregon Journal, Final Edition, September 2, 1970.
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resources (equipment, supplies, and space) on the needs of individuals
with impaired functional capacity at specific and difficult to predict
points in time. At the present time, individuai institutions are
primarily organized around predictable levels of intensity of patient
service. Thus general hospitals are normally organized to handle
acute, short-term spells of illness or injury at a high level of
service intensity. General hospitals normally are characterized by
high capital investment, large numbers of highly skilled workers,
intensive staff/patient ratios (currently averaging about 2.7 employees
per patient), short-term services, and high costs per unit of service.
Lowest on the service intensity scale are homes for the aged, which
usually provide long-term services in a home setting, with a low
capital investment requirement, low staff/patient ratios (currently
estimated at less than 0.5 employees per patient), and a Tow cost per
unit of service.

Health facilities in Oregon encompass about 10% of the total available
facilities in the Pacific States (Alaska, Hawaii, California, Washington,
and Oregon), and about 1% of the available facilities in the United
States. Quality standards, which have long been applied to hospitals,-
are not yet uniformly agreed upon for the other categories of health
facilities. Eighty percent of our hospitals ar? accredited by the

Joint Commission on Accreditation of Hospitals.' This compares favorably
with the national average of 82%. Oregon compares less favorably with the
Pacific States' average of 95% due to the large number of small

hospitals in Oregon which serve large rural areas with low popu-

lation density. Small hospitals have much greater difficulty matching
J.C.A.H. standards than do large hospitals.

As alluded to earlier, there is no uniform acceptance of clear-cut
definitions of the various categories of health facilities for utilization
in data gathering. Accounting and service statistical reporting systems
are not standardized. The asset value of these organizations, their .
total annual expenditures, the number of persons they employ, the number
of persons they serve, and the extent of their capacity to serve,
therefore, can only be roughly estimated.

The following examples will point up the nature of the problem: 1) The
Health Facilities Planning and Construction Section of the Oregon State
Board of Health, on page 203 of its 1971 State Plan, reports a total

of 86 general hospitals and 175 long-term care facilities (consisting

of 139 nursing homes, 12 hospitals, and 24 long-term units of hospitals) .
for the State of Oregon as a result of the application of Federal
formulae to its base data. It lists three mental hospitals, one
tuberculosis hospital, and ten rehabilitation facilities separately.

It does not list the Veterans' Administration hospitals at Portland

and Roseburg, and the Veterans' Domiciliary Center at White City, 2)

the Health Facilities Licensing and Certification Section of the Oregon
State Board of Health in its April 1, 1970 1ist of licensed institutions,

1. J. C. A. H. standards are booperative]y established by the American Medical
Association, the American Hospital Association, the American College of
Physicians, and the American College of Surgeons.
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reports a total of 114 hospitals (including convalescent and intermediate
care facilities, but excluding the two Veterans' Administration

facilities) and 193 nursing homes; 3) the American Hospital Association
lists a total of 88 hospitals in Oregon (including the Veterans' Administra-
tion and mental hospitals, but excluding convalescent and intermediate

care facilities).

The most recent report by the American Hospital Association 1lists

total value of the assets of its 88 member hospitals at just under $300
millon. It reports 1969 expenditures of about $181,500,000, and a total
of 20,681 employees. Comparable data is not available for other categories
of health service providers. Total institution patient days .of care
(from the 1971 state Hi11-Burton Plan, plus an estimate for homes for

the aged) are estimated for 1969 at about 7,850,000. Cutpatient services
(including home health services) are estimated at about 1,340,000 visits
for 1969. Occupancy (or utilization) rates in 1970 have been averaging
about 70% for general hospitals, 80% for nursing homes, and nearly 100%
for homes for the aged. Utilization of home health services is believed
to be less than 70%, but the actual percentage has not been determined.

While efforts (by such organizations as the Oregon Regional Medical

Program, the State Comprehensive Health Planning Agency, and the area-

wide health planning councils of Portland, Eugene, Coos Bay, and others)

have been and continue to be made to evaluate the adequacy of existing
health facilities and to objectively determine unmet needs, actual needs
cannot be accurately determined for the state as a whole from currently
available data. It would appear, however, that there are substantial

unmet needs for additional homes for the aged, as well as for more health
facilities offering comprehensive- services in sparsely populated rural areas,
and a substantial need for modernization of nursing homes and hospitals.

‘The difficulty illustrated above in reporting the status of health

facility development in the State of Oregon is compounded by .the absence
and/or fragmentation and lack of coordination of health facilities planning,:
financing, and licensing efforts at the district and state levels.

Existing health facilities have not always been developed in clear response
to demonstrated needs, and clearly demonstrated needs have not always
resulted in the establishment of facilities. Health planning agencies
capable of identifying facility needs and reviewing development proposals

do not yet exist in all areas of the state, nor do thoSe in existence

have the requisite authority to function effectively. There is not

a single focal point at the statz level for total facility plann” g.

There are many state, federal, and local certifying, 1icensing, accrediting,
and financing bodies; each with its own goals and objectives, definitions,
limitations, criteria, standards, rules and regulations, and report1ng
systems.

Though there have been encouraging attempts at the local Tevel to
surmount the fragmentation problem (recent mergers of the hospitals in
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Astoria and Salem and the planning of a single hospital for Coos Bay-
North Bend are examp]es), most facilities are still not relating their
services to one another in such a way as to_provide a continuum of
services offering continuity of care for individual patients. There
are few incentives or planning agencies encouraging them to do so.

A Tong-standing facilities planning goal has been the development of
patient and information flow among the health facilities in each district,
and from the districts to and from centers offering wider-scope services
of greater specialized complexity. In the absence of incentives or
regulations desianed to further the realization of this goal, few

formal or informal regional networks have been developed. The service
provision system operates in response to. effective demand for services.
Consequently, needs not addressed by financing mechanisms have gone

unmet.

The cost of services provided by health facilities in Oregon and
elsewhere in the nation is rising faster than most other consumer
services (13% in the past year). Many elements of this increase
are not subject to the control of the facilities operators, such

as lack of adequate payment by government and rapidly changing medical
technology, etc. Health facilities have been slow to adopt more
sophisticated technological improvements and professional management
techniques which might have reduced the rate of increase. In Oregon,
this is partially attributable to the small size of our institutions.
(The average hospital size in Oregon is 111 beds; the average nursing
home is 68 beds; and the average home for the aged is 24 beds.)

Historically, the dominant motivation of health facility development
has been‘charitable and 1ittle (if any) income has been generated
from operations which could be invested in technological innovation.
Automated and industrialized services could be shared in a district
if the substantial capital their establishment requires were made
available and if management mechanisms were devised which didn't
threaten the operating autonomy of the facility owners. In the
absence of sufficient capital and an appropriate organizational
device, however, little progress has been made to 1ncorporate modern
automation techno]ogy which might help conta1n the increasing costs
of health facility services.

In other words, it would appear that a little "pump priming" is in order.
Technalogical advances in provision of health care services in a health
facility environment would be more rapid if there were:

a. incentives for experimentation;

b. funds to support certain developmental "risk" ventures;

¢. long- and short-range p]ann1ng efforts conducted by the majority
of the health facility organizations;
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d. incentives to encourage mergers, centralization of services
and development of comprehensive health resources on a district
basis; ’

e. - a larger number of professicnally trained administrators.
(On1y 69 affiliates (of which number only nine were fellows)
of ihe American College of Hospital Administrators served
the 116 hospitals in Oregon in 1969.)

Currently, the Kaiser Foundation (with Federal Health Services Research
Center grant assistance) and the University of Oregon Medical School
Hospitals (also with federal grant assistance) plus the Physicians'
Association of Clackamas County are known to be conducting research
efforts in health delivery system improvements. These efforts are

. minimal and dependent on the vagaries of the federal treasury.
Generally, it is believed that some form of providing comprehensive
health service on a regional capitation basis must be developed
if we are to improve the total system. Other institutions, operating
in a negative incentive climate without risk capital, are unwilling
or unable to conduct an "on-going critical review" of their operation
systems and a systematic program of experimentation with new methods
and techniques. The hospitals of Washington, Oregon, and Idaho,
with the assistance of Kellogg Foundation and Blue Cross Service
Plans of Washington, Oregon, and Idaho, have contracted with Batelle
Northwest to assist them in conducting management systems and methods
improvement programs during the past year. Insufficient time has
elapsed for an evaluation of this program.

Thomas S. Bodenheimer, M.D., in an article entitled "Patterns of American
Ambulatory Care," (INQUIRY, Volume VII, No. 3, September 1970, pages
26-37) has attempted to measure the prevailing patterns of American
ambulatory care against our stated National Health Care Goals. Dr.
Bodenheimer listed the patterns and his estimate of their relative
utilization by the American people as follows:

Patterns of Care Percent

NO  Care . & v v v e e e e e e e e e e e e 5

Private physician as central and only source
with or without referrals . . . . . . . . . . .. 10

Private physician as central source, plus
other primary pHysicians . . . . . . . . ¢« . . . 45

Private physician as central source, plus

use of outpatient department, emergency room,
and/or non-hospital clinics . . . . . . .. .. w10
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Patterns of Care Percent

Group practice as only source . . . . . . . . . . 4

Group practice as central source, plus
independent physicians . . . . . . . . . . . .. 4

Hospital-outpatient department as only
SOUFCE v v v v v v v v o e e e e e e e e e e e 3

Hospital outpatient department as central
source, plus other sources, such as private
- physicians and/or emergency room . . . . . . . . 5

Emergency room as central or prominent source,
with or without other sources . ... . . . . . . 3

Non-hospital clinic as central source,
usually with other sources . . . . . ... ... 1/2

No central source; use of variety of independent

practitioners, outpatient departments and

EMErgency roomS « « « « « « « « o = « o« o« « + « « 10

Neighborhood health center as central o

SOUFCE v v v v v v v v e e e e e e e e e e e 12
100

In his conclusions, he evaluates the patterns against the nation's
stated health” care goals. His evaluation is quoted, below.

"The next Togical step would be to rank these patterns with respect to
comprehensiveness, accessibility, and quality of care. However, the
impossibility of measurement even on a semi-quantitative basis makes such
an ordering futile. Instead, we will make a few generalizations (each

of which has numerous exceptions) about the relation of the patterns to
the health care goals.

"1. Patterns with a strong central source are more comprehensive
and more accessible than those with weak or no centrality.
This is true because comprehensiveness requires the coordination
of services through one person-or team, and accessibility is
enhanced by a clearly defined, single point of entry into the
health care system. Furthermore, patterns with a weak central
source are an indication of the poor accessibility or narrow
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breadth of services of that source; otherwise, the centrality
would presumably be stronger.

"2. Patterns centering on group practice, outpatient departments
and neighborhood health centers are potentially more comprehensive
than patterns involving the independent practitioner network
or the emergency rcom. This is due to the presence at one site
of a wide range of services and the easy institutionalization
of channels between these services. Emergency rooms deal only
with minimal diagnosis and treatment, avoiding all other facets
of health care, and the independent practitioner network has
weak linkages, both spatially and functionally, among the
variovs services offered. The conclusion cannot be reached,
however, that the potential for comprehensiveness of the group
practice, outpatient department, and neighborhood health
centers has been realized; individual institutions vary widely,
as a comparison between traditional and reformed outpatient
departments would probably show.

"3. No general statement comparing the health care institutions
with respect to accessibility can be made; this varies with
the type of sccessibility under consideration. Hospital emergency
rooms are the most accessible; solo practitioners (in some
places) are the most distance-accessible; neighborhood health
centers (for some people) are the most accessible financially;
and socio-cultural accessibility varies with the cultural group
in question. This conclusion points out the impossibility
of constructing one ideal pattern for a large heterogeneous
population. Different institutions are ideal for different .
population densities, different economic and social groups,
and different diseases. (However, there is a growing interest
in Oregon hospitals to provide paid physicians to run emergency
rooms. Such a service is already being provided in Klamath
Falls, Salem, Portland, and other areas.)

"4. No generalization can be made as to quality, since essentially
no comparative studies of auality of care for different patterns
have been done. It is generally felt that a supervisory mechanism
enhances quality, but the capacity (both human and technical)
of each provider is certainly far more important in determining
quality than any particular health care pattern.”

Regional Health Centers

-..-The 1970. Hospital Guide Issue (August 1, 1970) of Hospitals magazine
(pages 463-470) documents a distinct movement on the part of general,
community hospitals during the 1960's toward the provision of nearly
every type of medical service and predicts the acceleration of that
tendency in the 1970's. In most communities in Oregon the community
hospital has evolved as the natural focal point for a variety of
agencies contributing to the delivery of comprehensive personal health
service.
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It is the only organization that brings together community leadership,
community resources, professional management skills, physicians,

and other professional and technical personnel to organize and
effectively deliver the entire spectrum of essential health services.

The continued trend toward specialism, together with an accelerated
development of complex technological improvements requiring substantial
capital investment, high-volume operation, and team utilization tends to
support the contention that further conversion of general community
hospitals into comprehensive health centers is distinctly.in line with
the public interest.

If regional health care centers are deemed feasible and this approach is
adopted to provide the full continuum of health care services in
designated geographic areas, these centers should.develop plans outlining:

a. The extent of environmental, identificative, preventive, outpatient,
.. 'emergency, curative, maintainative, and home services they will
seek to make availabie at the center location;

b. The extent of educational, training, and research and development
- programs they will seek to conduct at the center location;

c. The extent that they will relate to regional and state centers
for clinical and educational services too specialized for 1ocat1on
at the district level;

d. The extent that they will provide extended clinical, administrative,
educational, and supportive services to other facilities within
their district and to population groups not adequately served by
existing health facilities within their district;

e. The extent of their involvement in developing a health maintenance
. organizatioi wnich might enable care to be delivered on a per capita
rather than a fee-for-service basis.

In densely populated districts, two or more centers may be designated,
in which case each center would be assigned a geographically circumscribed
subdivision of the district.

Community (not-for-profit and for-profit) hospitals may not always be
the appropriate organization to fulfill these functions. In some cases,
the responsibility to develop a community health center might best

be assumed by an educational institution, a group practice clinic, an
association of physicians, or a public service corporation formed for
this purpose.

Also, the health center organization need not own or merge any particular
component part of the complex. The organization does, however, need

61



to accept the responsibility to provide, establish, advocate, and/or
arrange for the availability in their district of the full spectrum of
comprehensive health services needed by the residents of the district.

Either by establishment within the district or by means of organiged '
provision arrangements with centers in neighboring districts, the
following minimum spectrum of health facility services should be
available within each district to all of the residents of the state:

a. Environmental Services: Air, water, and noise-pollution control
programs; engineering; sanitation; food-inspection programs.

b. Identificative Services: Automated multiphasic screen1ng
programs and health data bank.

c. Preventive Services: Environmental and occupational
safety.programs; community health information and education
programs; community mental health service programs; preventive
vision and dental health service (including fluoridated water)
programs; vaccination and communicable disease control services;
periodic physical examination programs.

d. Qutpatient or Ambulatory Services: Physician services in at
" least the following specialties (the Oregon Medical Association
needs to clarify those specialties to be offered):

1. general practice 9. general pediatrics
2. 1internal medicine 10. obstetrics

3. general surgery 11. orthopedic surgery
4., psychiatry 12. radiology

5. opthalmology 13. pathology

6. otorhinolaryngolagy 14. anesthesiology

7. urology 15. thoracic surgery
8. neurosurgery 16. dermatology

Dental physician services in at least the following spec1a1t1es
(the Oregon Dental Assoc1at1on needs to clarify those spec1a1t1es

offered):
1. general dentistry 3. pedodontics
2. orthodontics ‘ 4. prosthetics

5. oral surgery

Social service (counseling, placement, and referral) programs;
organized outpatient service programs: .

1. dental 3. physical therapy
2. Tlaboratory 4. orthopedic
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5. radiological 9. prosthetic

6. surgical 10. chronic disease
7. pre and postnatal 11. renal dialysis
8. family planning 12. nutrition

.

Emergency Services: Civil disaster program; emergency communication
services; emergency transportation services (ambulance service);
mobile intensive care services; hospital emergency room services.

Curative and Restorative Services available for inpatients,
outpatients, and emergency cases:

1. Laboratory Services:

autopsy hematology
bacteriology histology
bio-chemistry _ " parasitology
blood bank serology
virology ' cytology

2. Radiological Services:

-/. *

diagnostic x-ray radiation therapy
fluoroscopy (ortho and super voltage)
diagnostic tracer (superficial and deep)

radium or cesium

3. Special Services:

intensive care unit cancer registry
electroencephalogram inhalation therapy
electrocardiogram orthopedic appliances
electromyography pharmacy

coronary care unit
4, Physical medicine and rehabilitative services:
psychological counseling speech therapy
occupational therapy corrective therapy
physical therapy recreational therapy

5. Inpatient care services:

delivery room ' obstetrical service
newborn nursery - medical service
premature infant care surgical service
operating room pediatric service
orthopedic service psychiatric service
long-term care service self-care service

6. Education Facilities
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g. Related Extended and Corollary Service Programs: home care
program; continuing education program (for all technical and
professional personnel); training programs (nurses, technologists,
dietitians, etc.); scientific research programs; experimental
projects and community educational programs such as maternal-
child classes, diabetic classes, first aid, etc.

h. Maintainative inpatient and outpatient services: custodial
nursing care; residential services; controlling drug therapy;
meals on wheels; foster home service; 3ocial and economic
assistance services; preservative rehadilitation services;
homemaker service; day care home service; recreational service;
alcoholic and detoxification.

The scope of service made available in each district by elinics, public
health departments, hospitals, nursing homes, homes for the aged, and home
health agencies should depend on the traditions and values of the district;
the administrative arrangements acceptable to the district; and the economic,
managerial, and professional resources of the district. 'If not avail-

able in a district, contractual arrangements with other districts could

be made to provide service.

~ The Map and Chart attached as Exhibit 1 (information extracted from the
Oregon Regional Medical Program Patient Origin Study (1967-68)) have
been included to show the regional patterns of patient hospital utili-
zation in Oregon. The Maps attached as Exhibit 2 have been included
to show the location and bed capacity of hospitals and nursing homes

in Oregon. '

Exhibit 3 conteins a summary of contributions which were solicitad

from health facility representatives throughout Oregon in an attempt
to identify specific conditions which affect the operation and develop-
ment of health care institutions in the state. These statements
represent the considered judgments and opinions of the identified
resource agencies, and do not reflect necessarily the position of the
Governor's Health Planning Committee or Comprehensive Health Planning
in the state of Oregon. Where applicable, some of this input, together
with implementing objectives, recommendations, and methodology has

been either cross referenced or incorporated into other sections of

the Comprehensive Health Plan and deleted from this report (e.g.,

. data relating to health manpower, ambulance service, home health

services).
Specific conditions discussed in Exhibit 3 are.as indicated below:
1. A1l health facility roles are under review.

2. Existisy laws discourage health facility innovation.
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10.

11.
12.
13.

14.
15,

16;
17.
18.
19.
20.

21.

High judgment malpractice liability awards have had undesirable
side effects.

Some Oregon residents have difficulty gaining access to needed
services.

Hospital outpatient services are not widely available in
Oregon.

Many hospital emergency rooms are inadequate.

Ambulance standards are inadequate.

AmbuTance service financing mechanisms are inadequate.

Many health insurance policies are deceptively inadequate.
Rehabilitation services aré poorly utilized and provided by

all types of facilities without adequate quality controls
or widely accepted standards._

Rehabilitation services are not integrated with other services.
Clinical laboratory techno]ogy is changing rapidly.

Hea]th worker licensure laws have not always operated in the
public interest.

The supply of trained health manpower is inadequate.

Some hospitals believe that facilities for the care of abortion
cases are inadequate. :

There are inadequate controls on the establishment of new health
facilities. ' '

Most health facilities do not have formal long-range planning
programs.

Most facilities do ﬁot dispose of wastes in accordance with
the state's pollution-control goals.

Present methods of determining true needs for health facilities
are inadequata.

Mechanisms to provide capital %unds for facility improvement
are inadequate. '

Nursing home and home for the aged developments are under the
primary control of the public financing agencies.
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22. Home care services are widely available but poorly utilized.

Exhibit 4 cuntains an index of source material and references for
facilities planning in Oregon.

CURRENT PROGRAMS AND ACTIVITIES

The Governor's Health Planning Committee is responsible, with staff
assistance from the Executive Department, to develop a comprehensive
statewide health plan and to coordinate health planning activities
within the state. The Committee acts in an advisory capacity to the
Governor on health-related matters, and is charged with encouraging
cooperative planning among all fkealth-related groups in the state.

The Mental Health Division is responsible for administering state

facilities and programs for the mentally i11 and mentally retarded,
as well as coordinating community mental health programs providing
a wide range of mental health services to both children and adults.

The Oregon State Board of Health:

Health Facilities Licensing and Certification Section is responsible
for licensing, Medicare and Medicaid certification for all of the
non-Federal hospitals, nursing homes, and homes for the aged in the
state;

Health Facilities Planning and Construction Section is responsible
for the administraticn of the Hil1-Burton construct1on assistance
program *n the state of Oregon;

Division of Local Health Services is responsibie for assistance to,
consultation with, and certification of, public health nursing services
and home health agencies in the state of Oregon;

Public Health Laboratories Section is responsible for the inspection
and licensing of all clinical Taboratories in the state of Oregon;

Engineering and Sanitation Section is responsible for furniture and
bedding, engineering, plumbing, and sanitation in Oregon. -

The Insurance Commission of the State of Oregon licenses nearly 800
companies to sell policies 1in Oregon, of which 350 are "Life and
Health" companies offering various kinds and types of health insurance.
About 130 compan1es are believed to be act1ve1y engaged in the sale

of health insurance policies.

The Division of Vocational Rehabilitation supports deve]opment of

improved rehabilitative services in health facilities and improved
supportive services for heart-disease and kidney-disease patients

throughout the state.
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The Crippled Children's Division of the University of Oregon Medical School
and the Ciuriners' Hospital in Portland provide specialized services
for crippled children throughout the state.

The Public Welfare Division, through its control of disbursement of
Federal and State public-assistance funds for medical care of clients,
substantially affects the development of long-term care facilities

in the state.

The Oregon Association of Hospitals represents 84 Oregon hospitals
before other associations and official agencies. It holds one major
educational meeting each year and numerous smaller meetings in many
locations within the state. The Association employs a four-member
staff officed in Portland; publishes a monthly newsletter; has been
active in the sponsorship of many cooperative health facility improve-
ment programs; and provides Tiaison between hospitals and other

nealth and governmental groups.

The Oregon Health Care Association represents nursing and convalescent
homes and seeks to improve standards of care for the elderly and
infirm in these facilities.

The Oregon Association of Licensed Homes for the Aged was formed in
September, 1970, to cooperatively develop new and more efficient

methods of providing comfortable care for home guests and represent -

its member homes before other associations and agencies.

The Oregon Association of Home Health Agencﬁes was formed September 11, 1970,
to represent home health service provider organizations.

A detailed Tist of other state agencies and statewide non-governmental
agencies which actively influence the operation of nealth facilities

in Oregon can be found in "Planning for Health" prepared by and avail-
able at the Comprehensive Health Planning office in the Program Planning
Division of the Governor's Executive Department.

The Joint Commission on Accreditation of Hospitals contributes to
improvement of health facility standards through its voluntary accredi-
tation program for hospitals and extended care facilities. Sixty-four
(slightly more than half) of the institutions licensed as hospitals

in Oregon were accredited in 1969.

The American Hospital Association and the American Osteopathic Hospital
Association - Through their cooperative registration and statistical
reporting program (80 hospitals in Oregon participated in 1969) these
associations have enabled the compilation of useful information for
health facility planning. Attempts by these organizations to develop
uniform definitions, ctandardized accounting systems, and national
annual statistical repcrts, began many years ago. The first American
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Hospital Directory was published in 1945. The information now contained
in the 26th edition of the annual Administrator's Guide Issue of
Hospitals magazine (published each August) represents a valuable tool
for rational health facility planning. These organizations also publish
numerous technical monographs for health facility administrators and
department heads; conduct major continuing education programs for
hospital and nursing home trustees, administrators, department heads,
and otl.er employees; publish several magazines; and numerous newsletters.

An abbreviated 1ist of other rational agencies and associations which
have an influence on the operation of health facilities in Oregcn can
be found in Hospitals magazine, J.A.H.A. (August 1, 1970); Volume 44,
Part 2, pages 407-459.

AUTHORITIES

Public Law 89-749, November 3, 1966, authorized planning grants to
states for Comprehensive Health Planning. The Governor, by Executive
Order in late 1967, placed the administration of Comprehensive Health
Planning in Oregon within the Executive Department, and formed the
Governor's Health Planning Committee to advise him on the development
of Health Planning. His Executive Order 67-14, dated June 10, 1968,
contains his detailed charge to the Committee.

Public Law 88- 443, governs the operations of the Oregon State Board
of Health, Health Facilities Planning and Ccastruction Program, which
is author1zed to perform the functions of the program by ORS 441.105
through ORS 441.150.

ORS 438.010 through 438.990 require the Oregon State Board of Health
to issue and renew licenses for all clinical laboratories in Oregon
which serve 5 or more practitioners.

ORS 447.005 through 441.100 requive the State Board of Health to
issue and renew licenses for all hospitals in the state.

ORS 441.055 authorizes the Oregon State Board of Health to license
and establish rules, regulations and standards for all nursing homes
in the state.

ORS 442.005 through 442.990 require the State Board of Health to issue
and renew licenses for all homes for the aged in the state.

ORS 443.210-443,.330 deal with group care homes.
ORS 419.002-419.740 deal with child-care institutions.

ORS 678.510-678.620 deal with nursing home operators.
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ORS 401.010 establishes the Oregon State Civil Defense agency which
performs numerous health services in times of disaster.

_ORS 146.005 establishes the Medical Investigative Program (for sudden
deaths) and local, county, and state electrical, fire, plumbing,
and sanitary control authorities.

ORS 430.020-430.820 establish and delineate the authority and
responsibilities of the State Mental Health Division. Certain aspects
of health facility operations are also under the supervision of the
State Insurance Commissiorer, the State Fire Marshall, and corres-
ponding local, county, federal, and special district official agencies
too numerous to list here.

Veterans' Administration facilities are authorized by Federal law.

OBJECTIVES

1. By 1973, establish uniform definitions for all health facility
services and service units.

2. By 1974, establish a uniform accounting and reporting system for
all health facilities.

3. By 1975, establish uniform standards for all health facilities
and services.

4. By 1973, develop and implement procedures to provide for the
licensing of all health facilities based on scope of services
performed.

5. By 1975, establish an integrated, coordinated, statewide system
providing for the central coordination of all health facility
planning, licensing and health care financing.

6. By 1973, develop reliable indicators of need for héa]th care
facilities, and determine facility requirements for Oregon
communities based on these indicators.

7. Devise mechanisms to provide capital to meet existing and anti-
cipated needs, as well as to provide for new forms of health
facility organizations.

8. Remove constraints and provide incentives to encourage adoption

of improved management and health care service systems by health
facilities in Oregon.
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9.

Expand research and development activities aimed at developing
innovative methods of providing health care services in Oregon.

RECOMMENDATIONS AND METHODS

O

ERIC

Aruitoxt provided by Eic:

(Objective #1)

1.

THE STATE BOARD OF HEALTH, UTILIZING THE SUBSTANTIAL PRELIMINARY
GROUNDWORK OF THE AMERICAN HOSPITAL ASSOCIATION, THE AMERICAN
OSTEOPATHIC HOSPITAL ASSOCIATION, THE AMERICAN NURSING HOME
ASSOCIATION, AND THE CERTIFICATION REQUIREMENTS OF THE FEDERAL
SOCIAL SECURITY ADMINISTRATION, ESTABLISH AN OREGON STATE
GUIDEBOOK OF UNIFORM DEFINITIONS OF HEALTH FACILITY SERVICES AND -
SERVICE UNITS BY 1973, AND PROMULGATE REGULATIONS PRESCRIBING

USE OF STANDARD NAMES IN ADVERTISING.

(Objective #2)

2.

BASED ON THE UNIFORM DEFINITIONS RECOMMENDED ABOVE, OREGON
ASSOCIATION OF HOSPITALS, TOGETHER WITH COMPREHENSIVE HEALTH
PLANNING, THE STATE BOARD OF HEALTH, AND OTHER INTERESTED AGENCIES,
DEVELOP AND IMPLEMENT A UNIFORM ACCOUNTING AND STATISTICAL REPORTING
SYSTEM FOR ALL HEALTH FACILITIES IN OREGON BY 1974. - s

(Objective #3)

3.

ESTABLISH STATEWIDE MINIMUM QUALITY STANDARDS FOR THE PROVISION OF.
SERVICES DEFINED BY RECOMMENDATION #1. (INTERIM STANDARDS BASED
ON.- PROCESS SPECIFICATIONS AND THE FACILITIES AND PERSONNEL REQUIRED
BY THE SPECIFIED PROCESSFS SHOULD BE ESTABLISHED BY 1973; PROCESS
STANDARDS BASED ON PROCESS SPECIFICATIONS AND THE FACILITIES AND

' PERSONNEL REQUIRED BY THE SPECIFIED PROCESSES SHOULD BE ESTABLISHED

BY 1975; PROCESS STANDARDS SHOULD BE REPLACED BY RESULTS STANDARDS
BY 1980.)

Method

The Governor's Health Planning Committee appoint a task force

with representation from the Oregon Association of Hospitals,

the Oregon Health Care Association, the Oregon Medical Association,
the Oregon Association of Licensed Homes for the Aged, and the Oregon
Association of Home Health Agencies, to direct .a specially

selected staff of health care administration experts working in

close collaboration with the University of Oregon Medical School

to develop standards, as well as to advise and assist in establishing
definitions and an accounting and statistical reporting system
referenced in Recommendations #1 and #2 above.
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{Objective #4)

4. STATE BOARD OF HEALTH DEVELOP AND INTRODUCE AN AMENDMENT TO EXISTING
FACILITY LICENSING LAWS (O.R.S. 441 and O.R.S. 442) i THE 1973
LEGISLATURE AUTHORIZING AND REQUIRING THE DEVELOPMENT OF A BODY OF
LICENSING STANDARDS TO BE IMPLEMENTED JANUARY 1, 1976, PROVIDING
FOR THE LICENSING OF THE DIFFERENT CATEGORIES OF HEALTH FACILITIES
ON THE BASIS OF THE SCOPE OF SERVICES THEY ARE QUALIFIED TO PERFORM
AT THE SPECIFIED MINIMUM STANDARD. CENTRALIZE THE ADMINISTRATION OF
LICENSING STANDARDS IN ONE ORGANIZATION AT THE STATE LEVEL.

5. AMEND THE STATE BOARD OF HEALTH RULES AND REGULATIONS TO LIMIT THE
TITLE "HOSPITAL" TO THOSE INSTITUTIONS ACTUALLY PROVIDING HOSPITAL
SERVICES. ' o

Metnod

The Oregon State Board of Health hospital rules, regulations,
and standards are seriously deficient. By definition a great
many institutions other than those which the general public
consider to be "hospitals" are licensed under the act and

are, therefore, at liberty to use the word "hospital" in

their corporate name on their letterhead, in their advertising,
and in the telephone directory classified pages. There is pro-
posed legislation to classify health care institutions into
Inpatient and outpatient facilities, and further classify
Inpatient institutions as hospitals (both general and special)
extended care facilities, long-term care facilities, and other
inpatient care facilities. Early passage of this legislation
should be encouraged.

(Objective #5)

' 6. PROVIDE FOR THE COORDINATION OF PLANNING, LICENSING, AND FINANCING
AUTHORITIES AT THE STATE LEVEL.

Methods

a. ,Provide for the central coordination of health facility planning,
licensing, and financing authorities by one organization at
the state level through legislation or administrative mandate
(e.g., Compréhensive Health Planning or a new organization
formed by the combination of the Hill-Burton agency and the
licensing authority).

b. The Governor's Health Planning Committee appoint a task force
to identify and analyze the present health facility planning,
licensing, and financing activities currently being conducted
by the State Comprehensive Health Planning Agency, the State
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ERIC

Aruitoxt provided by Eic:

7.

\

Board of Health, the Department of Human Resources, the ilental
Health Division, the State Insurance Commissioner, the health
personnel licensing boards, and other state-level organizations
during 1971; prepare a reorganization proposal containing several
coordinative alternatives during 1972; assure widespread considera-
tion of the proposal preparatory to a 1973 legislative revision or
administrative order; arrange systematic and orderly organiza-
tional change during 1974; implement coordinated operation

January 1, 1975.

CERTIFICATION OF NEED LEGISLATION SHOULD BE DEVELOPED BY 1973.1

Method

Comprehensive Health Planning develop "Certificate of Need"
legislation to include: 1) demonstration of a need for the
Facility and services in the community; 2) availability of
trained personnel without proselyting from other:on-going
institutions; 3) evidence of financial capability and stability;
4) evidence of professional capability to operate a facility in
the community,; 5) public rate disclosure and rate setting; and
6) fappeal mechanism. The determination should be based on
"true" need determinations made at the areawide (administrative
district) level Yith the assistance of indicators developed at
the state level.

ESTABLISH AND FUND AN AREAWIDE COMPREHENSIVE HEALTH PLANNING AGENCY
WITH FACILITY PLANNING RESPONSIBILITIES WITHIN EACH ADMINISTRATIVE
DISTRICT IN THE STATE BY 1972. (SEE ALSO RECOMMENDATION #16.)

Method

Crmprehensive Health Planning strive to establish and fund areawide
comprehensive health planning agencies capable of:

a. assisting facility operators With the development and
maintenance of a long-term program development plan;

b. contributing to the development of uniform reporting
systems, need indicators, and need-measurement techniques;

c. conducting need determination studies from' a community
and district perspective and with a broad awareness of
the economic, social, professional, and political
forces that afféct the delivery and receipt of health
services, as well as from a competent technical perspective;

.

Action on this Recommendation has been deferred by the Governor's Healti
Planning Committee pending receipt of a report by its ad hoc Delivery
Systems Committee and further study of the potential ramifications.
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d. formulating on a continuous basis a statement, K of district
health facility goals, objectives, and priorities,
which represents an effective community agreement on
the relative importance of the district's various health
problems;

e. representing the district at the state level and contributing
a written health facility development plan for the
district for incorporation in the state plan;

f. reviewing the placement of facilities within the district,
in the light of population growth, to determine which
services can be extended to new populations. For
example, in District #10, the new community of Sunriver
is being developed and will need health facilities.

To avoid duplication, satellite units attached to

existing facilities should be encouraged. Coastal
development areas are also in need of satellite facilities.
Usually an upper income population will reside in

these planned new resort areas.

Health facility planning authority should be centralized and
unified in one organization within each district by 1972. Each
district health facility planning organization should relate to
a single, state-level, planning organization.

9. DEVELOP MORE ADEQUATE INDICATORS OF TRUE NEEDS FOR HEALTH FACILITIES
THAN THOSE CURRENTLY UTILIZED TO APPLY ON A STATEWIDE BASIS FOR
PREPARATION OF A DEFINITIVE REALISTIC STATE PLAN OF ACTUAL HEALTH
FACILITY NEEDS FOR OREGON COMMUNITIES. t

Methods

a.

ERIC

Aruitoxt provided by Eic:

By 1973, the State Comprehensive Health Planning Agency, together
with the State Board of Health, develop (and review and update -
annually thereafter) new and more accurate indicators of the true
need for health facility developments. These indicators should
be based on, the "services" required to meet the needs of a
geographically circumscribed population rather than on "bed"
needs in different categories of health facilities.

In 1971, the State Comprehensive Health Planning Agency, together
with the State Board of Health, sponsor a statewide conference

of professional health facility planners to formulate an initial
body of “true" need indicators; provide for the pilot testing

of the new indicators during 1972 in each state administrative
district and a follow-up state-level conference to compare

the results of the tests by October; 1972; compile a "first
edition" of need indicators by 1973 and—implement these indicators
through the areawide health facility planning organizations: for '
determining and making recommendations on health facility needs:
l) to the state for preparation of a definitive, realistic

state plan of actual health facility needs for Oregon communities;
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10.

11.

12.

O

ERIC
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as well as 2) to licensing, financing, and rate reviewing
organizations at the district and state level. Provide for an
on-going statewide exchange of information on the value of selected
indicators and an annual review for necessary revisions. Appli-
cation of these indicators must be coordinated with the Health,
Education, and Welfare requirements®for adminiistering the State
Hill-Burton Program. Co

ADVOCATE REVISION OF THE HILL-BURTON BED~-NEED DETERMINATION FORMULA
WHILE DISCOURAGING ITS UTILIZATION OUTSIDE THE HILL-BURTON PROGRAM.

-

Method

The Oregon State Board of Health encourage the Secretary of
the Department of Health, Education, and Welfare to authorize
amendment of the bed-need formula in Oregon as soon as possible
to utilize:

a. up-to-date service statistics (calendar year);

b. separate occupancy goals for obstetrical, surgical,
pediatric, medical, and surgical services; for urban,
suburban, and rural facilities; and for large, medium,
and small facilities;

c. patient origih‘studies conducted during the most recent
fiscal year as a basis for determining health facility
service areas;

d. population estimates provided by the Center for
Population Research and Census for all years other
than the national census years.

Public and private agencies involved in health-related activities
should use every means at their disposal to discourage or
prohibit the use of "bed needs'" determined by the Hill-Burton
program as the basis for "true or actual facility need deter-
minations to be utilized by H.U.D., F.H.A., or any other public
agency.

DURING 1971, THE PORTLAND METROPOLITAN AREA COMPREHENSIVE HEALTH
PLANNING AGENCY, IN COOPERATION WITH THE MULTNOMAH COUNTY MEDICAL
SOCIETY AND THE PORTLAND AREA {IOSPITAL COUNCIL, CONDUCT A DETAILED
STUDY TO DETFRMINE THE NEED AND DEMAND FOR NEIGHBORHOOD CLINIC
FACILTTIES IN THE URBAN DISADVANTAGED AREA.

EXPLORE THE FEASIBILITY OF DESIGNATING ONE CR MORE KEY HOSPITAL
FACILITIES IN EACH DISTRICT OR GEOGRAPHICALLY DEFINED REGION AS THE
REGIONAL HEALTH CENTFER FOR DELIVERY OF SERVICES IN THAT AREA.
(whether in its own area or on a contractual basis with some other
area, this institution could be charged with responsibility to
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provide or insure avail bility and provision of a full continuum
of health services and care as prescribed by attending physicians.)

(Objective #7)

13. EFFORTS SHOULD BE MADE BY THE STATE BOARD OF HEALTH (HEALTH FACILITIES
PLANNING AND CONSTRUCTION SECTION) TO DEVELOP ADDITIONAL MECHANISMS
TO PROVIDE CAPITAL FUNDS FOR NEEDED FACILITY CONSTRUCTION, ALTERATION,
AND MODERNIZATION (e.g., STATE LOAN CONSTRUCTION INSURANCE).

14. DEVISE A MECHANISM TO PROVIDE NEW CAPITAL TO MEET ANTICIPATED
NEEDS AND NEW FORMS OF HEALTH FACILITY ORGANIZATIONS.

Method

Devise new methods to provide funds for the establish-

ment of services to be shared by two or more cooperating

health facilities and for the establiihment of facilities to meet
newly identified needs for which no funding mechanism now

exists (such as "itinerant" services for sparsely settled

rural areas; establishment of urban neighborhood ciinics;

mobile multiphasic screening ‘'vans; suburban mental Jealth
clinics; foster homes; day care centers; home care services;

or health maintenance organizations).

Seek the assistance of the attorney general, the insurance
commissioner, and the state budget director to meet with
representatives of all health insurance carriers operating

in the state to ascertain the feasibility of utilizing the
contingency reserves required to be maintained by the health
insurance carriers for investments in health delivery system
improvements rather than in negotiable securities. They
should consider, also, the feasibility of the creation of

a state insurance fund which could operate like Federal Deposit
Insurance Corporation, or Federal Housing Administration, or
Housing and Urban Development, to provide "no loss" guarantees
to the health insurance companies converting their investments
to health delivery system improvement. If health insurance
reserves cannot be utilized, the investigating committee
should recommend other avenues of investigation which can

be explored.

15. EARMARK NEW FUNDS FOR EMERGENCY ROOM IMPROVEMENT AND AMBULATORY
CARE FACILITIES. '

Method

The Oregon State Board of Health, Health Facilities Planning
and Corstruction Section and its advisory council (State
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16,

17.

Hill-Burton Agency) should place the, highest possible priority
on implementation of Title VI of the Medical Facilities
Construction and Modernization Amendments of 1970 (P.L. 92-296)
which creates a new three~year program of federal project
grants to assist in the modernization or construction of
emergency rooms oI general hospitals.

HEALTH FACILITY PLANNING.

P4
§Z?EVELOP A MECHANISM TO ADEQUATELY FINANCE STATE AND DISTRICT LEVEL
L

Method

Investigate the feasibility of obtaining funds for the support
of state and district level health planning agencies (either
primary or matching funds if federal Comprehensive Health
Planning funding support is available) from facility and
health manpower license fees; a tax levied against health
insurance premiums, drug sales, medical equipment and appliance
sales; or from "facility proposal consideration" fees, etc.

If, by October 1, 1972, no such ongoing service-derived income
can be developed for planning agency support, additional funds
should be sought from the state's general tax revenues.

DEVELOP A MECHANISM TO ENABLE AND REQUIRE GOVERNMENT PURCHASERS OF
HEALTH FACILITY SERVICES TO PAY THE FULL COST OF PROVIDING THE
SPECIFIED SERVICES.

Method

Comprehensive Health Planning establish a task force to conduct
a detailed study of cost control and management savings incen-
tives; and possible sources of adequate support for the state
and local governments' health service purchase responsibilities
to enable all levels of government to pay the full cost of pro-
viding services that are:

a. certified by the appropriate planning agencg as
necessary to meet the needs of the community;

b. licensed by the appropriate licensing agency as
meeting the established service standard specifi-
cations; '

c. prescribed by a licensed medical practitioner and .
provided in cood faith to public beneficiaries by
licensed facility operators. Effective utilization
review proceduvres must. be established.

Full cost in this context is intended to include a factor for
depreciation, a factor/for growth certified in the public interest
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18.

19.

O
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by the appropriate planning agency, a factor for debt retirement
(when applicable), and a factor for research and development.
Full cost includes all tuypes of service, including acute, mental,
rehabilitative, long term, etc. This recommendation becomes
increasingly important as representatives of the public

purchase ever larger percentages of the totality of available
services. Some source of funds other than general property
revenue must be developed; one which will grow with the state's
economy so that adequate funds are available to meet the state's
obligations (e.g., liquor, cigarette, theater ticket, or gasoline
tax). Such a mechanism should be selected or designed for
implementation by 1975. Immediately upon implementation of the
new mechanism, the attorney general should be empowered to
assure that all levels of government purchasing services on
behalf of Oregon residents reimburse facility owners and
operators no less than the full and complete actual costs
incurred in providing the specific services.

THE STATE INSURANCE COMMISSION SHOULD REVISE EXISTING HEALTH INSURANCE
COVERAGE STANDARDS.

Method

The State Comprehensive Health Planning Agency form a task
force committee in 1971 to study and draft minimum standards
for health insurance policies to be sold in Oregon. After
broad exposure and opportunity for public discussion i1n each
administrative district, these standards should be adopted
for enforcement -in 1973 by the state insurance commiss oner.
This study should give attention to che provision of certain
minimum benefits, including but not limited to: psychiatric
coverage, ambulatory coverage, and diagnostic benefits in
addition to the usual sickness and accident package.

DEVELOP MEANS OF FORECASTING PUBLIC FINANCING RESPONSIBILITIES IN

SUCH A WAY THAT NECESSARY MECHANISMS CAN BE DEVELOPED IN ADVANCE OF
THEIR NEED TO REIMBURSE THE PROVIDERS OF NECESSARY SERVICES FOR THE
FULL AND TRUE COSTS OF PROVIDING THE SERVICES. (FOR EXAMPLE:

FULL PAYMENT FOR INDIGENTS, MIGRATORY WORKERS, INDIGENT MENTAL PATIENTS
AND FULL PAYMENT BY STATE ACCIDENT INSURANCE FUND FOR ON THE JOB
INJURIES.)

- e

Method

Reguire in 1971 by administrative mandate (State agencies) and
administrative request (federal agencies) that all those public
agencies responsible for the purchase of health services on
behalf of public beneficiaries:

a. Devise means of forecasting at least five years in
advance the amount, type, quality, scope, and nature
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of health services'they intend to purchase'from private
sector providers;

b. Engage in an ongoing dialogue with facility associations '
to apprise them of changing program requirements and
resources;

c. Develop means of reimbursing providers the full costs of
providing necessary services required by public purchasers.

(Objective, #8)

20. AMEND THE STATE BOARD OF HEALTH RULES AND REGULATIONS TO ENCOURAGE
FACILITY MERGERS.

Method

Amend State 3oard of Health Rules, Regulations, and Standards
for Hospitals in Oregon (Section 23-116, Paragraph (4) and
23-124, Paragraph(l)) to encourage the merger of two or more
hospitals serving the same community by allowing for hospital
operations to be conducted in two or more unattached buildings
and urge similar revisions in the federal Medicare law.

21. ENCOURAGE FACILITY INNOVATIONS BY DEVELOPING INCENTIVES AND REMOVING
LIuENSf‘Nf IMPEDIMENTS.

Method

During 1971, the Governor's Health Planning Committee form a
task force to identify the licensing, financial, and social
impediments to the adoption of innovations which have been
proven successful elsewhere; develop a proposal for legislative
and administrative revision; and formulate a body of incentive -
proposals to encourage adoption of impréved service provision
mechanisms identified in successful R&D projects. Remove by 1973,
existing licensing impediments to already identified improved
. methods of providing facility services.
\
22. PLACE LIMITS ON FACILITY AND MEDICAL MALPRACTICE LIABILITY AND
PROVIDE FOR IMMUNITY FROM LIABILITY IN EXPERIMENTAL SITUATIONS.

Method

Prevail upon the attorney general during 1971 to assewble a
task force committee of rer-esentatives of the Oregon State Bar
Asso-iation, the Oregon Medical Association, the Oregon Association
of Hospitals, the University of Oregon Medical School, and the major
carriers of health facility liability insurance, to propose an

©  equitable upper liability limit and to formulate a specific,
detailed proposal for tort liability immunity for institutions
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engaged in scientific and R&D projects resulting in unanticipated
‘treatment outcomes fso: informed, consenting adults. Expose these
proposals to wide circulation and public hearings in each
legislative district by October 31, 1972. Introduce proposals

in the 1973 legislative session. An impartial review committe.:
could be established to arbitrate claims.

23. STUDY THE FEASIBILITY OF ADOPTING NO-FAULT AUTOMOBILE LIABILITY
LEGISLATION SIMILAR TO THAT RECENTLY ENACTED IN MASSACHUSETTS.
(It has been asserted by advocates that this would greatly speed
the payment of patients' medical facilities bills. Many accounts,
at the present time, go unpaid for upwards of five years due to
pending litigation. This causes facilities to increase operating
costs by borrowing otherwise unnecessary operating capital.)

24. AMEND THE HuSPITAL LICENSING LAW TO ENCOURAGE THE SHARING OF SERVICES
AMONG HOSPITALS AND FREE-STANDING REHABILITATION FACILITIES.

Methog

Certain seldom-used services (such as operating rooms, x-ray

and laboratories) should be provided to rehabilitation centers

by nearby hospitals without adversély affecting licensure. In
addition, rehabilitation facilities should be encouraged to consider
leasing or purchasing land immediately adjacent to a general
hospital with direct connections between the two plants to enable
the rehabilitation facilities to have the full services of a

general hospital (see Recommendation #20 above.)

{Objective #9)

25, EXPAND RESEARCH AI'D DEVELOPMENT ACTIVITY FOR INNOVATIONS IN DELIVERY
OF HEALTH CARE SERVICES.

Methods

a.
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Form a health facility task force during 1971 composed of
consumers, facility representatives, group purchase representa-
tives, and experts in health service provision research and
development to ascertain the amount of funds that can be
prudently vtilized for productive research and development,

and recommend a plan for the pooling, distribution, management,
and accounting of these funds.

Amend the insurance laws and/or require by administrative mandate
in 1973, the levy of a special tax on all health insurance
policies to create a fund for the support of research and develop-
ment activities in the provision of health care services.
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OPERATIONAL PRCBLEMS

In addition to the usual operatioral problems inherent in most new or
expanded projects or programs (i.e., normal cesistance to change;
shortage of money, manpower and materiel), select operational problems
to some of the Tisted objectives and recommendations are given below.

(Recommendations 1, 2, 3, and 4)

Facility operators who see their organizations as independent, private
businesses rather than as component parts of a health service delivery
system may be reluctant to cooperate.

The effort required to produce a statewide facility status reporting
system will require financial support and the services of several
highly qualified experts not presently known to be available in Oregon.

(Recommendations 6 and 8)

Most existing state~ievel organizations might be expected to resist
the proposed change. The ability of district comprehensive health
planning to undertike the proposed activities might be questionable.

(Recommendation 7)

There may be a tendency to utilize the Hill-Burton Bed Need Determination
formula as a basis for need determinations because of its ready
availability, and to ti'y to place the responsibility for determinations
in the Hi11-Burton (or other existing state-level) agency. This

would retard both the development of more appropriate indicators and

the development of the capacity to make such determinations at the
district level.

This Tegislation w111 probably function to encourage the cetralization
and consolidation of facilities within the districts. Centralization
ought to be encouraged so long as the corollary extension of services
outward from the centers to the smaller communities is a required
condition of centralized development.

(Recommendation 9)

Needs are derived from professional judgment, public acceptance, effective
demand, available technology, and delivery patterns. There is a danger
of moving from the present overly simplified indicators to indicators
which are overly complex, too expensive, and too difficult for practizal
use. The greatest danger, however, lies in the substitution of rigid
indicators for informed and flexible good judgment. Indicators can
support decisions, but they should not supplant subjective decisions

on need which should always be made at the district and local levels.
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(Recommendation 10)

Separate service occupancy goal factors must be developed for
obstetrical, surgical, pediatric, medical psychiatric, intensive,
and coronary service care units; for urban, suburban, and rural
facilities; and for large, medium, and small facilities. A
procedure for the conduct of ongoing patient origin studies must
be developed and implemented. The Oregon Regional Medical Program
1967 Patient Origin Study can be used as a model.

(Recommendation 12)

Some health professionals are not yét aware of the need for and
desirability of health care development within each district. Some
of the larger hospitals have not as yet given serious consideration

to the possibility of extending services outward to smaller hospitals,
other categories of health facilities, and other communities.

(Recommendation 14)

The security of health insurance reserves must be guaranteed to al
least the current level. Health insurers will probably not willingly
accept a loss in interest income unless it is clearly offset by health
service cost reductions.

(Recommendation 15)

There will be competition from other states for federal Hill-Burton funding
assistance.

(Recommendation 17)

Requires developing additional income from some source of additional
taxation; the constant, gradual reduction of health service benefits
provided to public beneficiaries; or a reduction in the number of
public beneficiaries.

(Recommendation 18)

Some companies may not choose to continue selling health insurance in
Oregon after the new standards are enforced. Some mechanism must be
devised to assure the transfer of their subscribers (without penalty)
to other companies accepting the standards. Some consumers may

not be able ‘to or may not choose to purchase a more expensive
coverage.

(Recommendation 19)

The difficulties inherent in predicting changes in public responsi-
bilities occasioned by newly proposed or passed social legislation
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at both the state and federal levels. Fixed annual and biennial
buugets applied to a provider environment of progressive inflation.
Legislative reluctance to match promised services with allocated
resources. Health service provision costs not subject to legislative
control. Reluctance of public agencies to engage in open dialogue
with provider representatives coupled with provider representatives'
skepticism as to the good intentions of public officials.

(Recommendations 20 and 21)

A higher level of risk will have to be accepted as a consequence

of more rapid change. Incentive design requires a detailed knowledge
of cause and effect relationships, together with scientific knowledge
of human motivation. Financial incentives may be possible for certain
innovations only if new scurces and Tevels of funding can be
identified.

(Recommendation 22)

Extablishing a "reasonable" upper 1imit may be difficult. Defining
an "experimental" situation and devising adequate safeguards and-
guidelines may be difficult. Difficulty in finding oualified
people (due to public embarrassment) to serve on such . committee.

(Recommendation 25)

-Proposal would require an initial increase in costs of health care services
for group purchasers. A mechanism to pool and distribute funds must

be devised. Procedures for evaluating the productivity of research

and development funds must be devised. Personnel capable of designing,
managing, and reporting the results of research and development projects
are not at present widely available in Oregon. Incentives encouraging

the rapid implementation af innovations proven in research and develop-
ment projects have not yet been formulated.

EVALUATION CRITERIA

(Recommendations 1, 2,'and 3)

Uniform definitions should be completed, distributed, review by

the organizations concerned, revised, and finalized (first edition)

by December 30, 1973. The facility operators' associations should
agree that the definitions are realistic, simple, accurate, and usable.

The statewide accounting and statistical reporting system based on the
definitions should be implemented by December 30, 1974. The district
pianning organizations should be satisfied with the information produced;
and the facility operators' associations should be satisfied with the
effort and cost required to provide the required information.

82



The service standards should be in the first edition by December 30, 1975.
Public purchasers and health insurance carriers should substantially
agree that the standards represent the minimum level of services they

are willing to underwrite, while the facility operators' associations
substantially agree that the standards are practical, realistic, and
humane. '

The cost of staff, meetings, office space, consultants, and printing
should not exceed one tenth of one percent of the total gross
expenditures of all of the health facilities in Oregon pei year (1971-75).

(Recommendation 4)

Enabling amendments should be prepared in 1971, reviewed, and widely
discussed in 1972, and passed in 1973. New standards should be

developed in 1975 and implemented in 1976. The facility operators and
planning organizations should agree that the new standards are realistic,
practical, and in the public interest.

(Recommendation 6)

The completion of a coordination status report by October 31,.1971.

The completion of a reorganization proposal by March 15, 1972.

The distribution of the reorganization proposal to all concerned

citizens and organizations in the state and the conduct of public

hearings in each administrative district completed by October 31, 1072.
Implementing order and/or revised laws in 1973. Complete organization
change by December 31, 1974. Assume coordinated operation January 1, 1975.

(Recommendation 7)

Enabling legislation enacted by 1973.

(Recommendation 8)

The existence in every district by December 31, 1972 of recognized
planning agencies capable of performing the functions delineated in
Methodology.

(Recommendation 9)

In the field evaluation of the new indicators establishing their
advantages over the Hill-Burton Bed Need Determination formula of 1970
in determining the "true and actual" needs for health facility
development in the state.

(Recommendation 10)

Revised formula utilized to prepare the 1972 State Plan.
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(Recommendation 12)

Formulation of guidelines for regional health cente.’s during 1971,
Designation of a center in each district by 1973. O0Oevelopment of
plans for all centers by 1975.

(Recommendations'13 and 14)

The availability of a new source of "start-up" capital by 1973.

(Recommendation 15)

Implementation of Title VI of the Medical Facilities Construction and
~Modernization Amendments of 1970 (P.L. 92-296). "

(Recommendation 17)

Implementation of a new revenue source. Evidencé of payment of full
costs for services actually provided at or above the specified
standard.

(Reconmendation 18)

Acceptable standards in force by 1973.

(Recommendation 19)

Administrative mandate in 1971. New method of forecasting in operation
by 1972. Dialogues initiated by October, 1971. Promise of adequate
reimbursement mechanism by January, 1973.

(Recommendations 20 and 21)

Passage of the(required amendments by 1974. Installation of a body
of pilot-tested incentives by January 1, 1975.

(Recommendation 22).

Péssage of the described legislation in 1973.

(Reéommendation 25)

Progréss as outlined in the methodo]ogy culminating in a uniform

research and development tax applied as of January 1, 1974.
PRIORITY

To be determined. - .

(The Objectives witrin the Facilities Section have been ranked according
to general levels of “importance and urgency below, however, action should
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be initiated as soon as praciicable toward the accomplishment of all
the 1isted objectives. Many of the objectives and activities under-
taken toward their satisfaction are interrelated and interdependent.)

Priority Objective # Description
1 4 Revise health facility licensing laws
2 7 Capital for existing and anticipated needs
3 6 New indicators of need
4 | 8 Remove constraints and develop incentives

to innovations

5 9 Expand research and development in health
care delivery systems

b A 5 Coordination of planning, licensing, and
financing

7 1 " Uniform definitions

8 2 ~ Uniform accounting‘and reporting system

9 3 Uniform service standards
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EXHIBIT 1

EXPLANATION OF IMAP AND CHART

SHOWING HOSPITAL USE

- - * ar wa “w e . )

Map - Percent of Patients Hospitalized in Home County and Other Counties

The number appearing in each county indicates the percent of county residents
who needed hospital services and who were hospitalized within the home county.
The arrows leading from that number indicate the percent of people leaving

the county for hospitalization. The X indicates no local hospital. For
example, in Harney County, 87% of the residents needing hospital services

are hospitalized in Harney County. From 3 to 10% of the residents in need of
hospital services go to Deschutes County. From 3 to 10% of the county
residents in need of hospital services go to Multnoman County.

Chart - Where People Receive Services

This chart shows essentially the same information as the Map, with more

detailed information. For instance, in the left hand column lookiry at

District 14, Harney County: Tooking across the page on the line with Harney
County we find that 5.6% of the patients from Harney County receive hospital
services in District 2. Less than 1% receive hospital services in District

3. 5.8% of Harney County patients receive hospital services in District 10.

Less than 1% of Harney County patients receive hospital services in Districts 11
and 12. 87.9% of Harney County patients receive hospital services in District 14,
their home district.
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EXHIBLIT 2

HOSPITALS
IN PORTLAND

BED CAPACITY
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. EXHIBIT 2 BED CAPACITY

NURSING HOMES 100149
IN PORTLAND
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EXHIBIT 3

SPECIFIC CONDITIONS AS IDENTIFIED BY CONTRIBUTING RESOURCE AGENCIES
/

Paragraph Number Page Number Source cf Edited Suggestions/Comments
] ' 97 Oregon Association of Hospitals
2 197 Oregon Association of Hospitals;
Salem and Astoria Hospitals
3 97 Orege» Association of Hospitals
4 08 Emanuel Hospital, Portland
5 G8 Robinette/Gustafson
6 - 98 Emanuel Hbspita], Portland
7 . 99 Oregon Association of Hospitals
8 99 Oregon Association of Hospitals
9 ) 99 Oregon Association of Hospitals
10 99 . Robinette/Gustafson
]1 99 Emanuel Hospital, Portland
12 100 | Physici;né' Medical Laboratories,

Portland; O0SBH Public Health Lab
Section; and Robinette/Gustafson'

13 101 Oregon Association of Hospitals;
Physicians' Medical Labs, Portland;
Gustafson '

14 , 102 Oregon Association of Hospitals;
Emanuel Hospital; OSB Nursing;
Robinette/Gustafson

15 102 Emanuel Hospital, Portland

16 102 Oregon Association of Hospitals

17 102 Gustafson

18 103 _ Oregon'Association of Hospitals

19 103 |




Paragraph Number

20

21

22

EXHIBIT 3 (Cont.)

Page Number
105

107

108

96

Source of Edited Suggestions/Comments

Oregon Association of Hospitals;
Emanuel Hospital; McMinnville
Hospital

Oregon Association of Hospitais;
Oregon Health Care Association;
Medical Association Section, Public
Welfare Division; Health Facilities
Section, OSBH

‘Associated Home Health Service, Portland;

and Public Health Nursing Section, OSBH



THE ROLE OF HEALTH FACILITIES IN PROVIDING HEALTH SERVICES IS
TURRENTCY URDERGOTNG SERTCUS QUESTIONTNG .~

There: is much current discussion about the appropriateness of the
traditional role of hospitals, nursing homes, homes for the aged,
aad home health agencies in the total <:ectrum of health services
delivery. The Kaiser Foundation in Portland and the Physicians'
Asscciation of Clackamas County has developed & much more than
traditional health service systoin, and other Portland hospitals

are peginning to move in a more comprehensive direction. Rogue
Valley Memorial Hospital in Medford has also expanded its tradi-
tional inpatient role with the addition of many ambulatory comnunity
health programs such as dental health, multiphasic screening services,
and diabetic schools, etc. Most facilities in the state, however,
provide either acute inpatient coupled with emergency dutpatient
services (hospitals) and some extended care services; long-term
inpatient care (nursing homes); long-term custodial or residential
care (homes for the aged); or outpatient home health care services
{home health agencies). New forms of organization have not been
encouraged by permissive legislation, permissive regulations, or
financial incentives even though health maintenance organizations
(such as the Kaiser System) have shown approximately 20% lower
operating costs than the traditional fee-for-service system. How
fee-for-service compares to capitation basis in quality of care

or other standards of periormance is unknown. The health maintenance
organization system and the public utility or certification of need
guestions are those being most prominently discussed by health
professionals today.

EXISTING STATE BOARD OF HEALTH RULES AND REGULATIONS GOVERNING
FACI LICENSURE DISCOURA GANIZATIONA TNNOVATI

Present State Board of Health Rules and Regulations discourage organiza-
tonal mergers of two or more existing facilities by requiring separate
lTicensure and standards of service for each building operated by the
unified organization (for example: to qualify for a hospital license,
you must maintain in each facility certain services, such as x-ray,
laboratory,| emergency room, etc.). Present federal Medicare certifi-
cation and keimbursement requirements make it impossible to effect
complete me ' eparate numbers are required for billing and cost
reimbursement for each building, which forces duplication of records

and personnel, and substantially ~educes the potential cost savings
inherent in shared management.

HIGH JUDGMENT AWARDS IN MALPRACTICE LIABILITY SUITS.INVOLVING REALTH

FACILITIES, RESULTING IN UNFORESEEABLE ESCALATION OF INSURANCE

PREMIUMS, HAVE RAISED FACILITY OPERATING COSTS, INHIBITED INNOVATION,
-UTILI N ER RVICES.
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Unlimited financial awards in malpractice cases throughout the nation
have caused major increases in insurance rates {1964 - $27.71/bed,
1970 - $49.21/bed for hospitals) which are then added (as an addi-
tional cost of business) to health facility rates and charged to
persons who have been institutionalized. The recent increase in the
number of suits, as well as their size, has created an important
negative incentive for those who might wish to experiment with new
methods of providing health services (since new methods are not
"standard in the community" by definition and thus invite legal
action where results are not what the patients had desired). They
have also stimulated the ordering of questionably necessary pro-
cedures and tests (especially lab tests and x-rays in emergency cases)
for the primary purpose of protection against liability.

SOME OREGON RESIDENTS HAVE DIFFICULTY GAINING ACCESS TO NEEDED SERVICES.

Many of the less affluent, as well as others in our society have
difficulty in finding entry into the health care system. They interpret
health care to be for a specific injury or illness incident rather

than to supply a continuum of services. When these incidents do occur,
it is difficult for them to find assistance because they do not have

an on-going relationship with providers. This may be because of health
costs; because they Tive at a distance from where the service is pro-
vided; because they lack transportation; or because of difficuities in
arranging time during the Timited hours a clinic may be open.

ORGANIZED HOSPITAL, AMBULATORY, AND OUTPATIENT CLINIC SERVICES ARE
NOT WIDELY AVAILABLE IN OREGON.

Hospital outpatient services are not widely available to patients in
Oregon. Most such services have been provided by private (one-

and two-doctor offices) and by group practice clinics (e.g., Kaiser
Foundation, The Dalles Clinic, Eugene Clinic, Lake Oswego Clinic, etc.).
Hospital outpatient services which do exist are usually found at state
and county institutions and in experimertal situations (such as those
being conducted under Health Services Research Center grants at Bess
Kaiser Hospital in Portland). Group practice is generally believed

to be expanding in Oregon, particularly in larger communities. There
are no adequate measures of need for clinics because of a lack of agreed
upon definitions and criteria for measurement. Also, there are no
measures of adequacy which have been specifically applied to Oregon.

MANY HOSPITAL EMERGENCY ROOMS ARE INADEQUATE.

Emergency rooms in most areas of the state are not able to handle a
rapidly increasing volume of service. Many emergency rooms are ill
equipped and overcrowded; most are not staffed on a 24-hour basis
with adequately trained personnel; and most are underfinanced due to
unrealistic fee schedules.



10.

11.

THE LACK OF STATEWIDE STANDARDS HAS CAUSED A WIDE VARIATION IN THE
CAPABILITIES Or EQUIPMENT AND PERSONNEL PROVIDING AMBULANCE SERVICE
IN OREGON. D

This causes serious problems for the organized emergency rooms operated
by hospitals.

THERE IS NO MECHANISM TO SPREAD THE COST OF AMBULANCE SERVICES OVER
THE COMMUNITY SERVED. ,

Many health facilities have been required to subsidize ambulance
service with funds derived from institutionelized patients.

MANY DECEPTIVELY INADEQUATE HEALTH AND ACCIDENT INSURANCE POLICIES
ARE STILL BEING SOLD IN OREGON.

b

This problem is felt most acutely by persons with inadequate or
fixed incomes, many of whom are members of the older age groups
and/or are members of minority groups. Nearly 800 companies are
1icensed to sell insurance in Oregon. Nearly 350 companies are
able to sell "Life and Health" benefits of infinitely varying adequacy.

REHABILITATION -SERVICES ARE POORLY UTILIZED AND PROVIDED BY ALL
TYPES OF HEALTH FACILITIES WITHOUT ADEQUATE QUALITY CONTROLS OR
WIDELY ACCEPTED STANDARDS.

The most intensive, wide-scope physical and/or emotional rehabili-
tation services are provided by the Rehabilitation. Institute of
Oregon, Lovejoy Rehabilitation Institute, the University of Oregon
Medical School Hospital, and the Veterans' Administration hospitals.
Extensive emotional and physical rehabilitation services are avail-
able through the state psychiatric hospitals and the larger non-
governmental hospitals in Metropolitan Portland, sucn as Emanuel
Hospital. 1In addition, most hospitals offer at least physical
therapy treatment; and since the advent of Medicare, most nursing
homes, homes for the aged, and home health agencies provide some
form of rehabilitative services. The quality, scope, and extent of
utilizatiorn of these services is as varied as are the institutions
providing the service. No widely accepted standards are applicable
to the rehabilitative services field, and in the absence of readily
available funds for the support of these kinds of services, the
services are not believed to be as widely utilized as their obvious
value would suggest. .

MOST REHABILITATION SERVICES ARE NOT INTEGRATED WITH OTHER FACILITY
SERVICES.

There are only a few free-standing rehabilitation facilities in
Oregon. While they provide excellent services to the population, they
are required by Ticensure to provide some services which are seldom
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used such as operating rooms, x-ray facilities, and laboratories.
Where these facilities are close to major hospitals, these operating
rcoms, x-ray facilities, laboratories, and other services could be
shared in order to improve the scope and quality of services avail-
able to all the facilities at a reduced cost per unit of service.

12. THE TECHNOLOGY OF CLINICAL LABORATORY SCIENCE IS IN A STATE OF
- RAPID CHARGE. '

Fvery hospital incorporates a clinical Taboratory and provides
laboratory services for hospitalized inpatients and outpatients.

Prior to July 1, 1970, 59 additional laboratories were also Ticensed

in Oregon to conduct venereal disease examinations. (Historically,

this standard was used to license laboratories.) The Oregon

Clinical Laboratory Act of 1969 (438.010 - 438.990) which went into
effect on July 1, 1970 requires a much more comprehensive standard

of Taboratory operations for licensure and requires all laboratories
serving five or more practitioners to be Ticensed. As of September 8, 1970,
196 Taboratories had been mailed Ticense applications, and 148 appli-
cations had been returned and were being processed. About 85 of the
total can be expected to be hospital Taboratories, and the remaining

117 invitees are non-hospital related laboratories serving practitioner
offices and clinics. Since the Ticensing Taws do not apply to
laboratories serving less than five practitioners, the number,

quality, and sccpe of service of these smaller laboratories is unknown.
We do know, however, that most physicians dv perform some determinations
in their own offices.

1970 licensing standards will probably reduce the present number of
Taboratories in small offices and clinics. Automation and computeri-
zation are making a large number of determinations feasible at a _
fraction of their previous cost. Automated installations require major
capital investment and a higher volume of service than can be generated
by two or three physicians or a small hospital.

The role of the "physician-oriented" Taboratory as contrasted with
the "commercial” laboratory presents a continuing economic and
ideological struggle.

Current experimentation in the area of multiphasic screening provides
promise of material advances in the availability of early identification
and preventive services. State Ticensure Taws will need to incorporate
standards for multiphasic screening centers which are autonomous from
other facilities. :

Actions will have to be taken to alleviate shortages of trained
laboratory personnel.
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13. EXISTING LAWS GOVERNING LICENSURE OF HEALTH PROFESSIONAL AND TECHNICAL
WORKERS APPEAR TO DISCOURAGE NEYW METHODS OF MANPOWER UTILIZATION;
COMPOUND AN ALREADY SERIQUS HEALTH MANPOWER SHORTAGE; INCREASE THE
COST OF HEALTH CARE SERVICES; AND PROTECT AND ENCOURAGE THE CONTINUED
PRACTICE OF NONSCIENTIFIC PRACTITIONERS.

Licensing laws inhibit the development of new ways to use scarce

technically trained health manpower more effectively and prevent

the development of "career ladders" which could materially reduce
high turnover rates.

A 27-member federal task force on Medicaid and related programs appointed
in 1969 to advise the Secretary of Health, Education, and Welfare on

the Medicaid program recommended the removal of chiropractic from
Medicaid. The task force pointed out that an earlier (1968) study by
Health, Education, and Welfare recommended that chiropractic services
continue to be excluded from Medicare. Major recommendation of the 1968
Health, Education, and Welfare report entitled "Independent Practi-
tioners Under Medicare," was as follows:

“Chiropractic theory and practice are not based upon the body of
basic knowledge related to health, disease, and health care that
has been widely accepted by the scientific community. Moreover,
irréespective of its theory, the scope and quality of chiropractic
education do not prepare the practitioner to make an adequate
diagnosis and provide appropriate treatment. Therefore, it is
recommended that ch1r0practic service not be covered in the
Med1care program.

Concern1ng ch1ropract1c the Report of the National Advisory Commission
on Health Manpower (Vol. 2, November 1967) contained the following
statements:

"Although chiropractic is not the only existing cult, it is the
only one which still constitutes a significant hazard to the
public.

..The only legal issue regarding chiropractic is how best to
protect the public from its dangers.

"...It should be recognized that no matter how high they are set,
no matter how strictly they are enforced, licensure standards
cannot redeem the invalidity of chiropractic." '

‘In its conclusions, the Report of the National Advisory Commission
on Health Manpower asserted,

"Attempts to control unscientific schools of practice or cultism

by Ticensure cannot give unscientific practices a scientific basis
but can endanger the public by giving unscientific schools, such
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as chiropractic, protection through the sanction of
the Taw."

14. THE SUPPLY OF TRAINED HEALTH MANPOWER IS INADEQUATE.

Discussion and recommendations regarding chronic shortages, maldistribution,
and gquestionable utilization of skilled health manpower may be found
in the "Health Manpower" Section of the Comprehensive Health Plan.

15. SOME HOSPITALS BELIEVE THAT FACILITIES FOR THE CARE OF ABORTION CASES
ARE TNADEQUATE.

The 1969 Legislature liberalized the abortion law of the state but made
no provision for the construction of facilities to perform the pro-
cedures. Some hospitals are able to accept the responsibility for this
public decision without undue difficuity, while other hospitals are
not. In hospitals where separate facilities are not avaitable, mixing
these patients in with normal obstetrical patients is creating compiex
emotional and psychological problems for some of the physicians,
patients, visitors, and others.

16. THE ESTABLISHMENT OF NEW HEALTH FACILITIES IS NOT CONTROLLED ON THE
BASIS OF COMMUNITY NEED OR OPERATOR CAPABILITY.

Duplicative and unnecessary health facilities have been and can still
be established in Oregon. While there are controls on the use of
public funds to subsidize the construction of new facilities, there
is no means of preventing the development of an unneeded new facility
which can provide its own construction capital. For these pro-
spective facility operators there is no existing mechanism: 1) to
require a demonstration of adequate working capital; 2) to require
evidence of available trained personnel to staff the facility; or 3)
to require evidence of managerial or professional ability to operate
the facility successfully after it has been built.

17. MOST EXISTING HEALTH FACILITIES DO NOT HAVE A FORMAL LONG-RANGE PLANNING
PROGRAM TO GUIDE THEIR FUTURE GROWTH AND DEVELOPMENT.

Most health facilities do not now have long-range development plans

and do not have the resources to develop them without assistance.
Planning agencies which might provide the needed assistance exist

only in Portland and Eugene. These agencies are not funded sufficiently
to . assist every facility operator in their own area and are not able,
therefore, to provide material assistance outside their own area.
Section 314 {a) (2) of the Public Health Service. Act was amended by
Public Law 90-174 (December 5, 1967) to include the following new
paragraph:

"(I) effective July 1, 1928, (i) provide for assisting each health

care facility in the state to develop a program for capital expendi-
tures for replacment, modernization, and expansion which is consistent
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18.

19.

with an overall State plan developed in accordance with criteria
established by the Secretary after consultation with the State
which will meet the needs of the State for health care facilities,
equipment, and services without duplication and otherwise in the
most efficient and economical manner, and (ii) provide that the
State agency furnishing such assistance will periodically review
the program (develcped pursuant to clause (i)) of each health

care facility in the State and recommend appropriate modification
thereof;." ‘

This Federal Taw which might provide the assistance required by health
facility operators, has not as yet.been implemented in the state
of Oregon.

MOST HEALTH FACILITIES DO NOT DISPOSE OF WASTES IN ACCORDANCE WITH THE
POLLUTION-CONTROL GOALS OF THE STATE.

PRESENT METHODS (MEANS OF MEASUREMENT) OF ASCERTAINING TRUE COMMUNITY
NEEDS FOR HEALTH FACILITIES ARE GROSSLY INADEQUATE.

Our primary means of measuring health faciiity needs is the Hill-
Burton formula. The Hil11-Burton Bed-Need-Determination formula was
originally devised in 1945 and although reviewed annually, has not
been significantly revised in the intervening 25 years. It was
originally intended to be used &s a "rough-rule of thumb" guide for
the equitable distribution of Federal funds intended to stimulate

the construction of small, rural hospitals. Over the years, the
repetitive use of the word "need" has led to popular misunderstanding
of its purpose. Many people have presumed the formula revealed
ACTUAL facility needs, rather than simply providing an objective
mechanism for the fair distribution of a Federal capital "subsidy.

The formula was not expected to determine true needs even in 1945.

By 1970, twenty-five years of technological and social change have
converted a once practical formula into an anachronism which causes
serious problems to the health facilities of Oregon. Problems are
caused because of its continued use for the distribution of Hill-
Burton funds, but more importantly because of its recent acceptance
as a "true need indicator" by other Federal and state agencies and by
Toaning agencies. As a "true need indicator," the formula has, at
least, the following serious shortcomings: '

a. The formula combines all of the various hospital service
categories into one category and averages their various occu-
pancy rates into one, over-all, occupancy factor. This occu-
pancy factor is used in a mathematical process to develop an
over-all bed need. The occupancy factor always relates to
a- utilization percentage derived from combined medical, surgical,
obstetrical, and pediatric services. Yet there might be one
or more hospitals in a geographic area experiencing an extremely
Tow occupancy in pediatrics or obstetrics while experiencing



an extremely high occupancy in the medical and surgical service
units. When a "bed need" is calculated on the basis of the
combined services occupancy rate in relation to a goal factor of
80% over-all occupancy, no "bed need" may be revealed under
conditions of actual critical need. The hospital might, in
fact, have a desperate need for additional medical-surgical
beds but no need in the obstetrical or pediatric area. Many .
of the Hill1-Burton authorities comment that the hospital should
be flexible enough to convert its obstetrical or pediatric

beds into medical-surgical use, even though they readily admit
that in many specific instances building Timitations make such
a conversion impossible.

The conversion argument is not applicable, however, to intensive
medical and surgical care units (coronary care unit, for example)
which must be availabie Tor immediate use for special purpose,
while a "regular" becrﬁs kept in reserve for the moment when

the patient no longer requires the special services of the
intensive care bed. In other words, application of the formula
could result in a determination of "no need" for a coronary

care unit, as a result of low obstetrical census.

The 80% over-all hospital occupancy goal factor was originally
intended as a "rule-of-thumb." As a "rule-of-thumb" it remains
a useful tool for hospitals of 300 or more heds with a well
balanced patient census. Eighty percent occupancy rate has
always been known, however, to be an unrealistic goal for any
particular service (obstetrics should probably not exceed 60%,
pediatrics 50%, and intensive care 50%, while surgery service
may safely exceed 85%, and the medical service may sometimes
safely exceed 90%); and it is well known to be unrealistic

for large hospitals with unbalanced patient census, as well as
for nearly all small hospitals, regardless of their service
balance. The 80% goal factor is simply too rigid, therefore,
for rational use in the determination of needs, especially when
applied without discrimination throughout the entire state.

Population estimates used with the bed-need determination formula
are provided to the Oregon State Board of Health Vital Statistics
Section by the Federal Department of Health, Education, and
Welfare. The Vital Statistics Section aliocates the totals

to the hospital service areas and provides a table of estimated
populations to the Health Facilities Licensing and Construction
Section of the Oregon State Board of Health for their use in
calculating bed needs. The population estimates are extremely
conservative for any given locality when compared with estimates
compiled by the Oregon State Census Department. If toward

the end of a ten-year census cvcle the Oregon State Census
Department is the most accurate, then the Health, Education,

and Welfare figurec tend to artifically depress the estimate

of needed beds.
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c. Hospital service areas (which are not formulated from patient
origin studies) are arbitrarily selected and do not always
correspond to the actual geographic areas sei'vea by health
facilities. The Portland area (2), for example, combines
- the larger downtown metropolitan facilities with those facilities
located in St. Helens, Hillsboro, Forest Grove, and Oregon
City. The Pendleton area (12-B) combines the larger, stable
community of Pendleton, wit the smaller, but much more rapidly
growing communities of Umatilla and Hermiston. We question
whether the area boundaries actually represent the true service
areas of the health facilities involved.

Grouping dissimilar communities, populations, and facilities
.together produces distorted need judgments not based on facts.
Needs in small, rural institutions should not be determined

by the same criteria used to determine needs in large, metro-
politan institutions.

Suburban health service provision characteristics are different
from urban and small community characteristics. When an area
combining all three characteristics is arbitrarily judged to be
one service area to which an inflexible formula can be applied,
the true needs of all of the institutions are certain to be
hidden rather than revealed.

d. Bed capacities utilized in the bed-need determination formula
(and reported in the State plan) are those capacities that
institutions could establish according to Hill-Burton standards,
not the capacities actually being used or the average capacity
over a-twelve-month period. Institutions often cannot achieve
the capacity the Hil11-Burton standards indicate they could have,
and important actual needs are thus hidden rather than revealed.

Public Law 91-296, which extends and expands the Hill-Burton program
through fiscal 1973 requires the Secretary of Health, Education, and
Welfare to submit a study of the allocation formula to Congress on

May 15, 1972. At least until that date, no improvemant can be fore-

seen for the Hil1-Burton agency in its ability to measure and report
the "true actual needs" for health facility developments in the state
of Oregon. In the meantime, an archaic formula heavily supplemented
by subjective judgment is the only "need" measure available for use.

MECHANISMS TO PROVIDE CAPITAL FUNDS FOR FACILITY IMPROYEMENT ARE
INADEQUATE.

Non-profit hospitals, which constitute the majority of hospitals in
Oregon, have difficulty in securing adequate financing from insurance
companies and other lenders because there is no method whereby the
lender can secure a portion of equity as a condition to the loan. In
this absence of an "equity kicker" the interest rates can be high
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enough to serve as a negative incentive to needed construction.

This problem is especially acute for organizations that have tradi-
tionally depended on grants, donations, and contributions for new
construction and alteration. It has also been a problem for facilities
that, as a mattcer of pricing policy. have not established rate levels
high enough to permit the funding ot depreciation costs.

Frequently, aged people with chronic health conditions desire the
comfort and accessability to physician and hospital services which
go with residence in a facility which is close to or connected with
a general hospital. There are some funds available to assist in the
construction of these facilities; however, more adequate funding is
needed.

The HiT11-Burton program, while helpful, has been inadequate in assisting
facility development. On recommcnaation of their Advisory Council,

the State Board of Health has Timited Federal assistance t2 onec-third

of the new construction cost, not to exceed $12,000 per bed for hospitals
and $5,500 per bed for nursing home and other medical facilities. (The
one-third assistance was determined to be the most equitable method

to permit the availability of Federal funds to more areas.)

New hospital construction costs are now nearing $40,000 per bed and rising
at about 7 to 10% each year. Nursing home construction costs are believed
to average more than $20,000 per bed and are increasing at a comparable
rate. As of September, 1970, Hill-Burton assistance in the amount of
$32,469,270 h~s been provided for 144 projects which (when all have

been completed) will have cos* an estimated total of $125,242,257.
Hi1T1-Burton assistance represented, therefore, 25.9% of the estimated
total cost of construction on these projects. An unknown number of
projects were completed during this period without Hil1-Burton

assistance.

Oregon does not provide any state funds to match the Federal and local
contributions. Other states approve much higher levels of Federal
participation and then match the Federal contribution with an equiva-
lent state contribution. Alaska, for example, is reported to permit
40% Federal and provide a matching state 40% (with no upper Tlimits)
for a total of 80% of the total construction cost of the new health
facility or facility expansion.

Investor-owned (for-profit) health facilities are not eligible for
Hi11-Burton construction subsidies. They are eligible for Federal

Housing and Administration mortgage assistance, but only upon certifi-
cation of the need for the facility development by the Hil1-Burton agency.
Housing and Urban Development mortgage insurance may soon be newly
available to this group of facilities if the companion bills S.4267

and HR16643 are passed into Taw. Eighteen Oregon hospitals (and numerous
other health provider organizations) fall into this category. Several

of these (McMinnville, Forest Grove, Dallas, etc.) provide 100% of

the available hospital services in their comsunities. These facilities
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must add 7-10% capital acquisition costs to the basic service costs
charged their patients if they are to modernize or expand their
facilities in response to community needs.

The Medicare and Medicaid reimbursement formulae provide insufficient
capital allowances. In fact, the formulae are so restrictive that they
do not even meet the operational costs of providing care to Medicare
and Medicaid beneficiaries. As a result, private paying patients

are required to subsidize services provided to Federal social security
patients, as well as to non-paying patients. Federal beneficiaries
now represent from 25-40% of the average hospi*al's census. Some
mechanism must be devised to provide for the ca;ital and operational
financing requirements traditionally provided by ucnations, contri-
butions, bequests, and excesses of charges over costs earned from
paying patients.

NURSING HOME AND HOME FOR THE AGED DEVELOPMENTS ARE UNDER THE PRIMARY
CONTROL OF THE PUBLIC FINANCING AGENCIES.

According to the 1971 Oregon State Hill-Burton plan, there is an unmet
need for ncw nursing home beds; and of those that already do exist,
nearly 50% do not meet minimum Federal standards. Yet the 1134 licensed
nursirg homes in the state average only about 80% occupancy (nursing
homes -unlike hospitals can effectively be operated at more than 95%),

and the occupancy rate seems to be going down (even though the percentage
of our populaticn 65 years of age and older is steadily increasing). New
construction of both nursing homes and homes for the aged (sometimes called
retirement apartments) has stopped. The nursing home market may be
saturated; but homes for the aged average 100% occupancy, and nearly
everyone agrees there is a critical need for additional homes for

the aged, foster homes, and day-care homes. In the face of rising
Federal standards of care (implemented by means of Medicare and

Medicaid certification formulae) coupled with drasticaily tightened
cost-reimbursement formulae and constantly increasing pressures to

push patients to ever lower skill levels of service, the risks involved
in the expansion of the state's nursing home and home for the aged
resources outweigh any benefits that might accrue to the owners from

the operation of these new resources.

The Oregon Health Care Associaticn estimates that nearly 80% of the
state's total nursing home patient census will be recipients of one

or another form of public assistance during the next six years.

If this is even partially true, then Public Welfare controls the
development of long-term health facilities in Oregon. The public
financing organizations involved have not engaged in facility planning,
however, and have not attempted to work with facility operators to

help them plan the orderly and economical transition of existing
facilities to meet shifting program requirements. As a result, skilled
nursing home beds stand empty as do a lesser number of semi-skilled
beds, while the under-utilization costs of these empty beds inflate
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the cost of nursing home care. Homes for the aged are overflowing,
but no plans for expanding their capacity are evident. Also, no ‘
plans are on the horizon for foster homes; day-care homes; social,
recreational, and home-assistance services which micht be developed
as supplements to, or substitutes for, homes for the aged.

In the meantime, the Hil1-Burton program will support the constructicn
of additional nursing homes, but are prrcluded by Federal Taw to
assist with the more critically needed development of homes for the
aged (and extended aged-support services).

HOME CARE SERVICES ARE AVAILABLE TO MOST OF THE POPULATION, BUT AfE
POORLY UTILIZED.

Discussion and recommendations on Home Health Care Services may be
found in the "Home Health Services" Section of tne Comprehensive
Health Plan. '
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EXHIBIT 4

SUPPLEMENTARY MATERIAL

The Facilities Study prepared under contract by Arthur Young and
Company from which this Section was prepared, as well as additional
material used in compiling the data as indicated in the index on
"Source Material" attached, is available for review in the State
Comprehensive Health Planning office.

This material has been consolidated in a first attempt to provide

a state and district compendium of health facility facts and figures
relevant to health facility planning and development. Unfortunately,
this data in its present form is not sufficiently comprehensive for
use at the distiict level by areawide agencies, nor is there any such
directory or summary of health facility planning data in existence in
Oregon at this time. A comprehensive directory could be compiled from
the indexed source material, with the addition of information from the
listed references. Because of the significant effect such a directory
could have in implementing need discussions at the district level, it
is strongly recommended that the State Comprehensive Health Planning
Agency be authorized and funded to prepare such a :locument.
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EXHIBIT 4

INDEX OF SOURCE MATERIAL

DISTRICT FACTS

DEFINITIONS OF TERMS »

AHA REGISTERED HOSPITAL APPROVALS AND AFFILIATIONS, 1969
REVENUE FOR COMMUNITY HOSPITALS, 1969

STATEWIDE SUMMARY OF HOSPITAL UTILIZATION AND
CAPITALTZATION STATISTICS

STATEWID'E SUMMARY OF HEALTH FACILITIES BY ADMINISTRATIVE
DISTRICT

PROPORTIONAL DISTRIBUTION OF RESOURCES BY ADMINISTRATIVE
DISTRICT STATEWIDE SUMMARY

SUMMARY AND LIST OF LICENSED HEALTH FACILITIES IN EACH
ADMINISTRATIVE DISTRICT

STATEMENT ON THE FINANCTAL REQUIREMENTS OF HEALTH CARE
INSTITUTIONS AND SERVICES, JANUARY 14, 1969 REVISION
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EXHIBIT 4

REFERENCES

1. The Oredon Association of Hospitals for details on actual operating
hospital capacities, short-term vis-a-vis long-term care breakdowns,
and hospital ownership.

2. The Oregon Health Care Association for similar detail on nursing
homes.

3. The Oregon Association of Licensed Homes for the Aged for similar
detail on homes for the aged.

4. The Oregon Medical Association for 1ists of physicians' offices,
partnerships and clinics.

5. The Oregon State Board of Health:

a. Public Health Laboratories Licensing Section for greater
detail on medical Taboratories.

b. Health Facilities Licensing and Certification Sectior for
greater detail on hospitals, extended care facilities, nursing
homes, homes for the aged, and home health agencies.

C. Health Facilities Planning and Construction Section for
greater detail on hospitals, public health centers, long-
term care facilities, and diagnostic and treatment centers.

d. Divisionkof Local Health Services for greater detail of home
health agencies.

6. The Oregon State Department of Public Welfare for greater detail on
homes for the aged, home health agencies, foster homes for the aged,
and the welfare medical aspects of hospitals and nursing homes.

7. The Mental Health Division for greater detail on mental health facilities.

8. The 1971 Oregon State Plan for the construction an:d modernization
of hospitals, public health centers, and medical facilities (the
State Hi11-Burton Plan).

9. Planning for Health, a commuhity planning guide with a directory
to state and communiiy health resources (Comprehensive Health
Planning, Program Planning Division, Executive Department, Salem).

10. Health Facts (Comprehensive Health Planning, Program Planring Division,
Executive Department, Salem).
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11. District Facts (Program Planning Division, Executive Department,
Salem). : o ’ -

12. Physician's Handbook (Oregon State Board of Health, Portland).’

13. Hospitals, J.A.H.A., August 1, 1970, Vol. 44, Part 2, Administrator's
Guide Issue. o
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HEALTH INFORMATION SYSTEM

GOAL ESTABLISH AN EFFECTIVE, STATEWIDE HEALTH INFORMATION SYSTEM.

CONDITION

One of the greatest problems in the application of the Comprehensive
Health Planning Act has been the lack of adequate information relating

to the health of the people of Oregon. Health data have notoriously

been either "too 1ittle" or "too late" to have a great impact on the
health planning process. Compounding the problem are the fragmented
health programs characteristic of our present health care delivery system.
In attempting to provide adequate baseline information, hundreds of
agencies, multiple sources of funding, confusing and inadequate statistics,
duplication of efforts and waste of manpower, money and materiel have
resulted. A health information system designed to bring together and
correlate these multiple sources of data, as well as to document problem
areas and program deficiencies must be implemented. One approach to
gather and visually depict health and health-related information is

the Comprehensive Health Information Planning System (CHIPS).

The CHIPS program is designed to collect, correlate and coordinate
reportad data from health-related agencies of the state and Tocal
government through the use of socio-economic stratified maps.

To prepare the base map for an area, the local community is stratified
into three socio-economic levels according to the block survey pro-
cedures developed by the Communicable Disease Center, Atlanta, Georgia.
The entire community is surveyed on a block by block basis for such
environmental conditions as poor drainage or weed control, rodent
harborages, dilapidated and deteriorating houses. These factors are
then combined with Census data to determine the geographic boundaries
of the community's socio-economic levels.

The local health departments, home health agencies, comprehensive health
planning committces and all other agencies having a health activity (e..g,
Welfare, Vocational Rehabilitation, mental health clinics, police
departments, etc.) are encouraged to participate.

The kinds of information included in the system are limitless. Such

data as vital statistics, epidemiological reports, sanitarian complaints,
nursing visits, welfare case loads, drunk driving arrests, medical
facilities are transcribed onto the map transparencies as dots indicating
their location in the community. Confidentiality of information is
maintained since no names or addresses are used and the maps are scaled
so as to make it impossible to define individual streets or small areas.

Each type of health information is transcribed onto a separate transparency.
The transparencies of related conditions can be overlaid to show clustering
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effects and help to identify problem areas. For example, the transparency
indicating reported cases of hepatitis can be overlaid on the transparency
of sani..rian complaints to determine if environmental factors may

be responsible for outbreaks of hepatitis.

These transparencies prepared in the local community are forwarded
to the central state office and considered with reports from other
communities to identify health problems throughout the state.

The system can eventually be expanded to include information from private

physicians, hospitals, and voluntary agencies to provide a comprehensive
view of health problems in Oregon.

CURRENT PROGRAMS AND ACTIVITIES

The Public Health planning section of the Oregon State Board of Health
consisting of a planning coordinator, a research analyst, and a federal
assignee is responsible for the organizat1on, training, supervision

and implementation of the CHIPS program in Oregon. Under the supervision
of ‘the Oregon State Board of Health, a demonstration of the CHIPS system
has been completed in Douglas County and efforts are now under way to
initiate the program in all counties in the state.

In addition to assisting the counties, the planning section acts as a
repository for the data collected and londs assistance in the analysis
of problem situations identifed through CHIPS.

In county implementation of the CHIPS program, the local health department

is the initial agency responsible for organizing the system. Because

of the comprehensiveness of the system, however, other community agencies
must be encouraged to cooperate in the data collection. To date,

ten Oregon counties have adopted the CHIPS program: Benton, Crook,
Deschutes, Douglas, Harney, Jefferson, Josephine, Kiamath, Umatilla,

and Washington. Instruction and training is now under way in

Clackamas, Linn, Polk, and Yamhill counties.

AUTHORITIES

To be researched.

OBJECTIVE

By 1973, establish a statewide reporting anc retrieval system for
health 1nformat1on using standardized procezdures to provide a
comprehensive data base necessary for health planning.
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RECOMMENDATIONS AND METHODS

1. STATE COMPREHENSIVE HEALTH PLANNING ASSUME RESPONSIBILITY FOR
*  COORDINATION OF COMPREHENSIVE HEALTH INFORMATION PLANNING SYSTEM
(CHIPS) IN ALL FOURTEEN ADMINISTRATIVE DISTRICTS.

Methods

a. Governor's Health Planning Committee and areawide health
planning committees. encourage state and local agencies, private
physicians, and hospltals to adopt the CHIPS health information
system.

-

b. . Comprehensive Hezlth Planning add two staff members to implement
" CHIPS and provide assistance to local areas for: 1) eliciting
cooperation from all necessary agencies and individuals for
a successful program, 2) training of local health personnel
in the CHIPS techniques, and 3} provision of the maps and |

transparencies needed for transcription of data.

c. Oregon State Board of Health and the Mental Health Division
allocate adegquate 314(d) monies to fund one person in each
Lealth region to administer CHIPS under the regional health officer.

d. Comprehensive Health Planning .conduct periodic conferences
for participating agencies to discuss and res:.'ve problems
encountered in the CHIPS program and to expand the system
to include new data items as needed.

2. DEVELOP A SYSTEM FOR THE ANALYSIS, SfNTHESIS, AND DISTRIBUTION
OF HEALTH INFORMATION TO ALL AGENCIES INVOLVED IN HEALTH PLANNING.

Methods

- a, Comprehensive Health Planning establish a data center for
local health information collected through CHIPS.

b. State Comprehensive Health Planning Agency, in conjunction with
the University of Oregon Medical School, the Oregon State
Board of Health, and Human Resource ageP01es, establish a
procedure for the referral of health problems identified through
CHIPS to the appropriate professional expertise for analysis.
Health specialists in private practice and from voluntary and
community agencies, as well as those affiliated with state -
agencies should"be'included in the system. )

‘c. Comprehensive Health Plannlng make the_data available to other
agencies and the general public through the publlcatlon ‘of
annual summary reports.
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d. ©omprehensive Health Planning study the feasibility of coordinating
-tke health information system with existing data systems in
human resources.

e. Comprehensive Health Planning study the fea51b111ty of computerizing
the health 1nfbrmatlon system. ‘

OPERATIONAL PROBLEMS

‘ There are no significant operational problems identified relative to this
section other than tike usual constraints revolving around shortages of
manpower, money, and materiel, as well as policy and procedural

changes inherent in any realigament of programs &and responsibilities.

EVALUATION CRITERIA

Evaluation of the CHIPS program wiil! be conducted by the Comprehens1ve

~ Health Planning Agency. A successful system will insure a coordination
of all health-related agencies, a sharing of data applicable to aill

~ agencies, ‘and documentation of ex1st1ng problem areas and the activities

relating to them.

PRIORITY =

To be determined.
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HEALTH MANPCWER

GOAL ASSURE AN ADEQUATE SUPPLY OF QUALIFIED HEALTH MANPOWER TO
SATISFY THE NEEDS AND DEMANDS FOR QUALITY HEALTH LARE OF
THE PEOPLE OF THE STATE OF OREAON.

CONDITION

The material presented herein represents an earnest attempt to provide
an overview and give perspective to the very complex health manpower
situation. The time Timitation for preparation of this Section has
disallowad compilation of comprehensive data on the many facets of the
supply of health manpower; however, every attempt has been made to at
least identify the most salient health manpower programs and problems
in . Oregon. The many shortcomings of this renort (such as the lack of
comprehensive data on many of the allied health occupations and health-
related programs) are self evident and will be corrected in subsequent
revisions of this section. It is anticipated that prior to imple-
mentation of any of the recommendations, provision will be made for

an in-depth study of the area concerned.

General Consiuerations

Need for medical care is a biologic determination which implies that

a patient is i11 or injured and requires treatment. Need is quanti-

tatively affected by population expansion, as well as by environmental,
- economic, genetic, educational, and a variety of other factors which

influence the incidence of illness or injury.

Demand for health care is an economic concept and implies that someonre
wishes to buy health services. Demand is Timited to those who seek care
and they may or may not need services. It should be noted that many

who wish to buy health services may exhibit nc demand for-health
services whatsoever for the simple reason that they have no way ih

which to finance fulfillment of that wish. In other words, demand is
quantitatively affected by the economic state of the individual or
society. Demand inciudes services desired as a result of education -

or self-concern, as well as need.

Medical care refers to the use of the services of a professional or
allied health worker for the treatment of an illness or injury.

Health care includes medical care and refers to the services of all
health-related occupations for prevention (including public health
endeavors, periodic examination to detect or exclude symptomless
disease, immunizations and education), treatment, and restoration, as
well as activities designed to insure a healthful 1iving environment.

4
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The health "industry" 7ike any other industry, is a "system of labor
or habitual employment." However, the product involved is delivery of
skilled personal services requiring specialized education and training.
Health workers have not been adequately defined in terms of range

of duties, degrees of responsibility, or limits of training.

There have been some health worker definitions set forth by statute
and statutory boards, as well as by voluntary certifying bodies. Many
of these, as well as other existing and emerging health occupations
are poorly dafined in terms of requisite training, duties, and
relationships to other health workers. Neither have adequate career
Tadders been established. :

Within the "health industry," the supply sector is represenied by the
educational facilities which train the health worker; the patient

is the recipient of the services performed; and management is represented
by the employer of the health workers (usually the hospital, physician,
nursing home, etc.). Management responds via employment to the "demands"
for health care. Ideally, the supply sector should be able to respond
to management's demands for health workers. The central probiem in

the assessment of health manpower need involves the supply-demand
system. The health care system is a sector in which normal supply-
demand market mechanisms may not be expected to function as efficiently
as in the usual economic sector, and the evident health manpower
shortages that in fact now exist certainly bear this out. Health
manpower training and supply have evolved without any overall design

as a result of various pressures applied, resulting in the creation

of health occupations and training programs as the need arose. Unfor-
tunately, to date, no one agency has been comprehensively concerned

with this problem on a statewide basis, nor has there been any mechanism
devised to make the whole recruitment and training system respond to the
changing needs of the people. A 1ist of the current health occupations
categorized by areas of special interest (some 137 occupations covering
about 20 health-related fields) is attached as Exhibit 1.

The demands for quality health care have increased to a greater extent
and more rapidly than would be expected from population expansion alone.
Factors which have affected the demand for health care include:

1. the relative affluence of our economy;

2. the increased education and sophistication of the public regarding
health care (quaiitatively and quantitatively);

3. the increased health insurance coverage by the private, labor
and governmental sectors;

4., the advances in medical knowledge, offering more definitive treat-
~ment in many areas;
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5. the loss of a fearftl attitude toward theigg;;?t$ans and hospitals;

6. the sociolnrgical evolvement of the philosophy that good health
(good medical) care is a "right" and not a "privilege."

Health Manpower Resources

There are three basic resources for health manpower:

1. Untrained individuals who have the aptitude and desire to enter
the field of health services;

2. Health workers already trained;

3. Trained health workers needing continuing education or refresher
training (e.g., medical corpsmen returning from military services,
inactive nurses, physicians, etc.)

Educational and Training Facilities

Our educational system is an unusual combination of government anc

free enterprise, both of which respond to community, state and -
national pressures, and which receive funds from Federal, State,

and/or community resources. A dearth of coordinated planning and
comnunication between the educational and medical care delivery systems,
pressure to increase the supply of health workers, and other factors
have generated unnecessary duplication of educational programs.

This has been particularly so when Federal funds have been involved,
and has resulted in an uncoordinated crisis-oriented system of supply.
Too often the stimulus for training programs for health workers has
been the availability of funds or the aggrandizement of an institution.
Tne supply sector has tended to operate without regard for management
or patient needs. Furthermore, there has not been any agency,
governmental or other, to evaluate and determine the capability of
private or vocational schools to carry out these health manpowver
training programs. As a result, the suoply of health workers is
neither flexible nor standardized, quantitatively or qualitatively.

The charts attached as Exhibit 2 reflect health career training programs
in Oregon as of June 1, 1970.

Recognizing that educational facility staffing and funding is a
continuing problem in Oregon, as elsewhere, one major problem in the
nurses training area deserves special attention. There are two hospital-
based, diploma-level nurses training programs in Oregon conducted

at Good Samaritan and Emanuel Hospitaiz in Portland. In the absence

of other financial support mechanisms, each of these hospitals sub-
sidize their nurses training in an amount ranging between $750,000
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and $900,000 each year. In other words, the patients are absorbing
the costs of these hospital training programs, and the costs of these
programs are becoming an overwhelming burden for the two hospitals
which could result in closure of these schools.

Health Occupations Standards

In Oregon, less than 15% of the 137 health-related occupations are
presently required to be licensed/certified by Oregon Statute

(Note asterisked items in Exhibit 1). These consist mainly of the
classic professions (e.g., physicians, dentists, nurses, pharmacists,
etc.) licensed by their individual.b-ards and registered annually.

Accurate data is available from these licensing boards on their licensees.
Other groups such as laboratory technologists, radiological technicians,
etc., meet standards of their national accrediting organizations and
function under a registry by these organizations, but are neither
registered nor licensed by the state. Still other health occupations
are neither licensed nor registered and have no genuine local, state,

or national standards.

Thus, state policy is inconsistent in the exercise of regulatory
functions pertaining to the qualifications anc competence of health
workers entrusted with some facet of patient care. Furthermore, the
state does not have the capability to determine the quantity, quality,
distribution or utilization of its health workers.

Since the well-being of the patient is at issue, and accepting the
premise that most health workers function in extension of the physician's
care, the expanding complexity of health problems and health care

demand some regulation of standards of education and training for

health occupations. The degree of regulation of educational and

training standards should be proportional to the degree of responsibility
of the health occupation.

Physician Manpower

There are not enough physicians to meet the health care demands of
the people of the state, despite the increasing number of physicians
being licensed to practice. If the physician to population ratio is
used as a measure of the supply of physicians over the past ten
years ., Oregon has made great strides as can b« seen in Table 1.
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Table 1

Physician To Population Ratios

Type

and

Status 1960 1970
Number of
Active Physicians 1/ 2,206 ©,932 2/
Oregon Population 3/ 1,768,687 2,056,171
Ratio of Physician to
Population 1:802 1:701 4/

1/ Data from Board of Medical Examiners (includes D.0.'s).

2/ As of July 1, 1970.
3/ Data from Bureau of Census, Portland, Oregon.
4/ If only M.D. ratio is calculated, ratio becomes 1:739.

The physician to population index, however, can be misleading because
not all active licensed physicians are engaged in direct patient care
and physician distribution is not uniform. In 1968, the ratio of
practicing physicians3/to population was 1:805; whereas ratio of all
professionally active physicians to population was 1:749. The
difference in numbers represents physicians working in administration,
research, teaching, public health, etc. While those areas are important
and ultimately provide a benefit to the people, the fact remains that
these physicians are not available for direct patient care.

Table 2 shows the steady increase in numbers of licensed physicians from
1960 to 1970; as well as an increase in the number of physicians

who became inactive. (NOTE: for every two physicians newly licensed,
one physician became inactive.)

5/ As shown in Oregon Physician Manpower Report, 1968, Oregon Medical
Association (does not include 150 D.0.'s Ticensed in state.)
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Table 2

Numbers of Licensed Physicians in Oregonl/

Type
and
Status _ 1960 1965 1969 19702/
ACTIVE
M.D.'s 2,062 . 2,344 2,608 2,781
D.0.'s 144 146 148 151
Total 2,206 2,490 2,756 2,932
o INACTIVE
M.D.'s 806 961 1,098 1,187
D.0.'s 90 110 121 127
Total 896 1,071 1,219 1,314
1/ Data from Board of Medical Examiners' Report, 1960-70.
2/ As of July 1, 1970.

Table 3 shows the methods by which Ticersure is granted and indicates
that the State of Oregon continues to attract physicians from other
areas. The sudden marked increase in the 1970's cannot necessarily
be construed as a definite or continuing trend.

Table 3

Number of Physicians' Licenses Issued Y

Method 1960 | 1965 1969 1970 2/
Examination 3/ 37 47 6 T
Endorsement 29 47 87 118
Reciprocity: ,

M.D. 63 79 73 94
D.0. _8 2 4 |9
TOTAL 137 185 170 222

1/ Data from Board of Medical Examiners.
2/ As of July 1, 1970
3/ No D.0. School in the State of Oregon.
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Despite these increases (recognizing that there are some few who would
disagree) it is generally held that there are still inadeguate numbers
of physicians to provide direct patiert care to the increasing numbers
of people needing medical care, much less for the projected demands
for healt: rare,

The problem is further complicated by the fact that physicians are free
to decide their type of practice and to locate wheire they wish, regardiess
of shortages and public need (i.e., the distribution of physicians is
self-determined for the most part--and in a country thrat prides itself
on the guarantee of freedom, this is to be expected). Thus, we find
that physicians tend to settle in areas that provide attractions such
as modern well-equ oped. hospitals; colleagues complementing their
specialties; sufficient population to utilize and compensate them

for their skills; and physical, educational and cultural attributes
desired by the physician and his famil;. This results in geographic
maldistribution of physicians and indeed, for most of the principle
health occupations.

In addition to the increasing rate of loss of physicians into inactive
status and maldistribution of physicians, other factors contribute
to the physician shortage including:

i. an increasea trend toward specialization in the past 20 years, reducing
the numbers of primary physicians available for direct patient
care;

2. a diversion of large numbers of physicians into teaching, research,
administration, public health, etc., (note however that only 6%
of University of Oregon Medical School graduates have entered
fields not directly concerned with patient care.);

3. adiversion of physicians "time" for patient care by administrative
and other "paper" work and by tasks that could be well performed
by other trained persons;

4. an inadequate number of training programs for allied health personnel
(to whom the physician would be able to delegate some functions) and
~failure to coordinate existing training programs with one another
or with current management needs; and

5. procrastination in structuring and implementing the "team concept"
and active teaching of "team techniques."

Dental Manpower

An in-depth study on dental health in Oregon is included in a separate
section of the State Comprehensive Health Plan entitled "Dental Health."
Concern is given here to shortages in dental manpower resulting r‘rom an
increased demand for dental care.
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Recognizing that such figures may be misleading, it is interesting to
note in Table 4 below that the number of Ticensed dentists in the state
actually decreased between 1960 and 1970.

Table 4

Dentist Population Ratio 1

1960 1970 2/
No. of Licensed
Dentists 2,401 &/ 2,308 3/
1,400 &/
Oregon Population 1,768,687 2,056,171
Ratio of Dentists to
Population » 1:1,469 &/
1/ Data from Board of Dental Examiners.
2/ As of July 1, 1970.
3/ Includes active and inactive dentists.
4/ Pefers to active dentists only.
Table 5 shows that while the total number of licensed dentists in the state
actually decreased between 1960 and 1970, the number of actijve dentists
increased slightly between 1965 and 1970. This slight increase, however,
was insufficient to keep pace with the population expansion in Oregon.
Table 5
Number of Licensed Dentists in Oregon 1/
1960 1965 1969 1970
Active 2/ 1385 1388 1400
Inactive 2/ 946 953 908
Total 2401 2331 2341 2308
1/ Data from Board of Dental Examiners.
2/ Not available.

124




Table 6 shows that there has been a moderate increase in the number of
graduates from the University of Oregon Dental School from 1960 to 1970.

Table 6
Number of Graduates, U. of 0. Dental School 1/

1960 1965 1969 1970 2/ 1974 3/

63 73 70 78 80-81 -

1/ Data from the Board of Dental Examiners and U. of 0. Dental School.
2/ As of July 1, 1970.

3/ Estimate based on number of admissions to first class in 1970 minus average
loss per class.

Table 7 shows that the number of newly licensed dentists annually remained
fairly constant from 1960-69. The figure for 1970 is basad oi: newly
Ticensed dentists as of July 1, 1970 and together with current projections
for the remainder of 1970, indicates a significant increase in the annual
rate of newly licensed dentists in Oregon. The figures are broken out

to reflect in-state and out-of-state graduates.

Table 7

Number of Newly Licensed Dentists Annually in Oregon 1/

1960 1965 1969 1976 2/
i U. of 0. DS
Graduates 63 69 60 | 67
‘Other 21 16 27 12
Total 84 85 87 79

1/ Board of Dental Examiners.

/ As of July 1, 1970.

There is increasing geographic mobility in the dental profession, as

in most others, especially among new graduates and returning veterans. It
is hoped that the advantages of Oregon living will have a positive effect
in attraction and retention of dentists to Oregon to provide adequate
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dental manpower to meet the needs of state residents.

At this point, it should be noted thet there is significant controversy
surrounding the question of actual dentist shortage in Oregon. Lacking
substantive data and evaluation mechanisms to settle this controversy,
we must 1imit ourselves at this time tc a brief discussion of the
principle factors affecting determination of actual need.

1. There is no question bT} that there is a large unmet need for
dentai care in Oregon.-/The primary cause is the lack of ability
on the part of those requiring such care to pay - or in some
cases, a low priority for dental care in relation to available funds.
If financial means are developed to pay for needed dental services
(i.e., if public funds are made available for dental care), a dental
manpower shortage will be evident in direct proportion to the
amount of funds provided for such care.

2. There is little question but that funds used for preventive programs
would produce a much greater benefit per dollar spent, then could be
reclized by programs limited to the delivery of dental care. Pre-
vei.tive dental care programs are at a minimuw. in Oregon at the
present time. Prevention, specifically fluoridation of public
water supplies and effective training and motivation of school age
children to more adequztely care for their dental health at home,
would reduce dental caries by more than 50% and have a tremendous
influence in holding down dental manpower needs of the future.

In the absence of fluoridation of public water supplies (see Dental
Health Section), there will be increased demands for dental manpower
to provide individual topical fluoride treatment. Preventive dental

v : care for children, which includes fluoride treatment, education
in home dental care, and early treatment of existing caries, is as
important to dental health as immunization against communicable
disease etc., is to general health. Should such programs be instituted
and/or financial means developed to allow treatment of other
existing dental problems in Oregon, the shortage of dental manpower. .
may well become critical. -

3. The use of modern methods in dental treatment and the expanded use
of dental auxiliaries make it possible to more than double the
capabilities of treatment to the public by the individual dentist,
as well as to reduce the per unit cost of dentistry without
Jjeonardizing the quality of treatment. Although the use of dental
aux.iiaries has increased appreciably in the last 10-15 years,
the utilization potential of these para-dental personnel to extend
the dentists' skills points up the importance of expanding their
use. In this regard, the Oregon Dental Associjation, the Board
of Dental Examiners, and representatives of the University of
Oregon Dental School have recently undertaken a program to expand

1/ It has been estimated that over 70% of Oregon's population is in need
of dental care (see Condition statement, "Dental Health" section of
the Comprehensive Health Plan).
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the scope and usage of dental hygienists and assistants. Dental
assistant programs have burgeoned throughout Oregon, especially
in the community colleges.

In summary, it may be said that while actual "need" would indicate
a critical shortage of dentists, "demand" as evidenced by the lack
of public outcry about the shortage of dentists and apparent
manageable patient work loads by Oregon's practicing dentists
contraindicates this shortage. It should be added, however,

that this lack of demand appears to be due to onn or a combination
of the following factors:

1. Dental care is at the absolute minimal level of need.
2. The ability to pay for service is the prime governing force.

3. There is inadequate public awareness of the necessity for continuing
dental care.

4, The population at risk gives dental care a low priority until onset
of pain or disability occurs.

Nurses }/

It is recognized by the health field and widely publicized that there
is a growing shortage and need for nurses in this country. Fiqures
for the projected shortage vary, but all estimates indicate a need
for more nurses. Considerations in this area, possibly the most
complex health manpower area of all, include:

1. Continuous "oversupply" is essential since, at any given time,
approximately 30% of the trained nurses are not active pro-
fessionally (responsibilities of marriage and family, i11 health,
adversE employment situations, lack of economic motivation,
etc.)._/Avai1abi1ity is affected significantly by current economic
trends. Maldistribution of nurses will not be corrected by training
programs per se, in that their husband's place of employment and
opportunity affect the geographic availability of nurses.

2. There is a continual influx of nurses re-entering the labor market
after absence from nursing for varying periods of time (e.g., during
periods of economic stress or lessened family responsibilities)
mandating refresher courses on a continuing basis to update these
nurses' skills.

3. The Licensed Practical Nurse programs, designed to provide a group
of nurses prepared to give nursing care in situations relatively free
of complexity and to assist the registered nurse in more complex
situations, have not been markedly successful and have produced a

1/ See "Nurses Training Programs" under Education in Current Programs and
Activities.
2/ This figure is higher in many other states as well as nationally.
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large number of nursing care personnel either inadeguately trained
or improperly utilized for their designed function. These programs
may have relieved the shortage of bedside nurses to a larger degree
if their education had continued to be geared to the "practical”
aspects of hospital nursing rather than developing into more
academic and wide ranging programs.

4. TIn recent years, great emphasis has been put on academic training
without a concomitant coordinated program to provide vertical
mobil”ty, except in the directinn of teaching and administration.

5. Although hospital-based nurses training is expensive in comparison
with community college nursing programs, it does produce a nurse
with sufficient clinical experience in bedside and personal techniques
to become operational with minimum orientation in the employing
institution (hospital).

6. Preceptor training or specialized training of nurses has prnduced excellent
results in certain areas of competence (e.g., Coronary Care Unit,
Intensive Care Unit, Pediatric Assistant) proving that nurses can
function as, and are a prime source for physician associates.
These nurses may or may not have had maximum academic training, but
have proven their aptitude by quality performance. To date, nothing
has been done in Oregon to make these special areas of competence
more attractive in terms of status or remuneration, or to incorporate
these areas of clinical specialty into a career ladder.

Allied Health Team

The concept of the allied health team has been espoused, but team
composition, responsibilities, and techniques for functioning within
the framework of that concept have not been delineated.

Allied Health Manpower

Health occupations have arisen in response to demand. For the most part,
educational facilities have structured training courses in response to
local demand without widespread effort to achieve any degree of standardi-
zation. There are some national organizations which have set up minimum .
standards of training and education, but unfortunately, these have not
always been applied by the training faculty nor the employing agencies.
Where standards have been set by one state, such training is often not
acceptable to or recognized by another state making it difficult tc
attract needed or desired health occupation workers from other states
(e.g., physical therapists).

Recruitment of Health Workers

In the absence of some form of control or coordination, recruitment into
training for health occupations does not reflect the real employment
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market. While the lack of financial support mechanis™s is a most signi-
ficant factor affecting the lack of needed training programs, consideration
must be given also to the many personal factors which influence entry

of potential health workers into the health service field. In the

absence of any coordination or control, applicants are seeking positions

in occupations in which there is an oversupply of skilled personnel

whereas enrollments may go unfilled in training programs for occupations

in which shortages exist.

For instance, in the social work field, both in undergraduate and graduate
levels, there are currently more applicants than training facilities
can absorb. Further, the employment prospacts of all persors trained

~ in social work are dim with few, if any, budgeted positions open in

- this field throughout the state at present. On the other hand, a

reverse situation exists in the medical secretary career field, according
to research by the Health Manpower Intelligence Facility. In this
field, training institutions report a chronic lack of students seeking
training, whereas there are heavy demands by employers to fill budgeted
positions. :

In professional categories, the relevancy of recruitment to supply can
be shown by the following data:

Table 8

University of Oregon Medical School

1960 1965 1969 1970 .1974
Applications - 386 599 734 736 |
Admissions 76 83 90 96
Ratio-appli--
cation/adm. 5:1 7:1 8:1 8:1
Graduates 72 76 85 80 1 92(+2)

Such ratios for medical schools have been known to run as high as 10-12

to 1 during the 1940's and 50's. However, the great demand for scientists
made by the industrial technological explosion and the increases in
remuneration offered to graduates with a BS or MS diverted many potential
medical students, unwilling to devote another four years to graduate work

»
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plus 1-3 years of additional training. Not to be misled by these figures
showing a pool of applicants eight times the number admitted, it should

be noted that each applicant to medical school in this country makes an
average of five to six applications. National statistics for the fall of
1969 show that nearly 45% of applicants to medical school gained admission.

Table 9

University of Oregon Dental School

1960 1965 1969 1670 1974 Y
Applications 298 166 390 340
Admissions 80 80 .85 85 85
Ratio-appli-
cation/adm. 4:1 2:1 5:1 4:1
Graduates 63 73 70 78 80-81

1/ Estimate from University of Oregon Dental School.

Although there is nothing to prevent a student from applying to medical
or dental school, many colleges discourage students from applying
unless acceptance is a real possibility, and it would appear that a
large percentage of the applicants are in fact qualified for admission.
Notwithstanding the multiple applications of th: medical school applicant,
most 1ikely equally true for dental school appiicants, it must be
concluded that "raw supply" or.recruitment is not a problem area for
physicians and dentists. (In view of the increasingly more critical
demand and need for physician manpower, the medical school is in the
middle of a planned enrollment expansion which will result in a 15%
increase in the number of medical students graduated in 1974, and

when completed, will result in a 35% increase of graduates and an
increase in the size of the student body by at least 116 students

from current enroliment figures.) '

Four nurses training institutions in Portland were surVeyed.nghree of these
facilities reported an application/admissions ratio of at least 2:1; the
University of Oregon Nursing School stated that it admitted about 66%

of its applicants. A1l facilities concurred that there was room for

more students in 1970, and all facilities except the University of

-Oregoh reported that some of their applicants were unable to enroll because
of finances. Thus, it would appear that there is a high degree of

2/ Emanuel Hospital, Good Samaritan Hospital, University of Oregon Nursing
School, University of Portland School of Nursing.
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attraction to this field. Impediments to entering the program should be
delineated. Information as to demands and recruitment problems for the
health-related occupations training conducted in the community colleges
and elsewhere will be d=veloped in continuing studies conducted by the
Health Manpower Intelligence Facility.

CURRENT PROGRAMS AND ACTIVITIES

The Health Manpower Council was created by gubernatorial directive to

be the advisory and policy-making body for the Health Manpower Imtelligence
Facility. In early 1969, the Council became advisory to the Governor's
Health Planning Committee and was appointed as the Comprehensive Health
Planning ad hoc study Committee on Health Manpower, later becoming

the standing Committee on Health Manpower. Heretofore, there has been

no effective state program or policy for evaluating and coordinating
training in the health occupations, i.e., no quality or quantity control.
The Council has been attempting to fill this void; however, progress

has been slow. Difficulties in developing and implementing a coordinated
program of health manpower training have been encountered because the
facilities involved are accustomed to operating independently and

because the problems in this field are so numerous and far-reaching.

Due to the broad-based representation, developmental experience, and
established relationships, the Council occupies an unusual positiion for
assis*ing in ‘the coordination of Oregon's health manpower programs,
including the establishment of mechanisms for receiving as well as
relaying information to the supply sector on .the changing demands for
health workers in the state.

Health Manpower Intelligence Facility

The Health M~npower Division of the Department of Health, Education, and
Welfare is a federal agency which concerns itself with national manpower
problems. In 1967, Oregon (one of four states in the nation) was
awarded a funded contract to study tne health manpower problems in the
state. The Health Manpower Intelligence Facility has been operating
since on annual federal contracts, with the Cregon State Board of Health
initially, and later the Oregon Medical Association Education Foundation
serving as its fiscal agent. The Health Manpower Intelligence Facility
has completed a hospital survey of employment, a training capabilities
survey, and an analysis of health manpower problems. At present, the
Health Manpower Intelligence Facility staff is involved in collecting
data for employment projections, studying availability of health workers,
and preparing protocols for proposed projects concerned with health
worker utilization.

« 131




The Coop.-ative Area Manpower Planning System (CAMPS)

The Ccuperative Area Manpower Planning System has been designated by the
Goverror as che "agency with overall manpower planning responsibility
for the state of Oregon, and as such has concern with both national

and state level manpower problems in the health occupations as well

as al'i others.

Oregon State Board of Health

The primary function of the Oregon State Board of Health is in the area
of public health services and thus it becomes an employer of health
workers charged with delivering these services. There are some
training programs, restricted %o skilled health workers, within the
department. The Oregon State Board of Health serves as the examining
and licensing authority for those health occupations not having an
indegendent licensing board (e.g., physicai therapists, podiatrists,
etc.).

Education v

Authority for program planning is fragmented between the State System
of Higher Education, the State Board of Education, the Division of
Continuing Education, various school districts, hospital training
schools, and Tlicensed proprietary institutions. Individual schools
set their own priority for establishment, curtailment, or abolition
of health manpower training programs. -

1. State Board of Education

Private and vocational schools are licensed by the State Board of
Education, the basis for which is fiscal responsibility and not

the educational capability of the facility. The Board has, however,
frequently initiated investigation into the suitability of a given
training program in any field. (Unfortunztely, proprietary schools
duplicate these programs and generally operate independently of this
agency's planning.) The Board has begun to build into its °
curriculum a new program for vocational awareness and counseling

for all careers, including health, and will be attempting to de-
emphasize orientation to college and universities. There is a
limited program for select high schools within the state to provide
vocational training.

2. Board of Higher Education

The University of Oregon Medical School and Dental School both come
under the Board of Higher Education; however, each is responsible

for its own program planning. Coordination with the other universities
in the System is ongoing with reference to pre-requisite education.

1/ See Exhibit 2 for listing of Health Careers Training Programs in Oregon.

)
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The University of Oregon Medical School i: the only institution

in the state currently responsible for the education and training

of physicians; however, there are other allied programs in that
institution such as nursing, medical technology, radiology technology,
speech therapy, etc.

The University of Oregon Dental School is the only institution

in the state currently responsible for the education and training

of dentists. There is no program for dental laboratory technicians
ongoing there, although there is a dental assistant and a dental
hygienist program. (There is also dental hygienist and dental
assistant programs at Oregon Technical Institute in Klamath

Falls, and both types of programs throughout Or-gon's community
college system. A dental laboratory technolony program is operating
at Portiand Community College.)

The Division of Continuing Education has in the past offered
limited programs for refresher training and specialized techniques
for nurses. There are other classes offered in the para-medical
careers based on demand.

Nurses Training Programs

At the present time in the state of Oregon, there are two baccalaureate
degree nursing programs, two hospital-based diploma nursing programs’,
five associate of arts degree programs, and thirteen licensed
practical nurse programs. College- (baccalaureate level) level
training is available at the University of Oregon and the University
of Portland; diploma-level nurses training is available at Good
Samaritan and Emanuel Hospitals in Portland (these programs are

Tess than three years in length and Tead to a diploma in nursing

and licensure as a registered nurse as do the baccalaureate programs);
associate degree nursing programs are offered at Portland Community
College, Chemeketa Community College (Salem), Lane Community

College (Eugene), and Southern Oregon College (Ashland). A new
program will accept its first students just after the first of

the year at Linn-Benton Community College in Albany (these programs
also lead to registered nurse status). In addition, there are
thirteen programs providing vocational-level training for licensed
practical nurses (one in a hospital setting, eleven in community
colleges, and one under Adult Education in a school district). The
University of Oregon Nursing School also conducts a graduate program
in which approximately 40 graduate students are currently enrolled.

The Oregon State Board of Nursing reports that there were 451 students
enrolled in college level, 519 students enrolled in diploma level,

and 348 students enrolled in associate degree level courses during
fiscal year 1968-1969. The 196+ and 1970 annual statistical reports
of the Oregon State Board of Hursing 1ists the following numbers

of graduates from these programs:
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College level (B.A.) 120 11
University of Oiregon (110) (95)
University of “ortland (10) (16)

Diploma level 185 161

Associate degree level 53 124

No studies have been undertaken to analyze the location or production
of the schools in relation to the needs of health facilities for
well-trained nurses.

Employment Division

Thi department is primarily a job placement agency for all occupations
including health workers with less than professional skills and has
recently been made responsible for the MEDIHC program aimed at recruit-
ment, training, and utilization of experienced military medics returning
to civilian occupations. This is primarily a program for educational
counseling and/or job placement for those desirous of staying in the
health field.

Professional Licensing Boards

Professional licensing boards (e.g., Board of Nursing, Board of Pharmacy,
Board of Medical Examiners, Board of Dental Examiners, Board of Optometry,
etc.) are independent agents of state government with the prime responsibility
for protecting the public through licensure of professional medical people

who wish to practice in the state. The boards evaluate credentials,
administer examinations, issue licenses, take disciplinary action against
unsafe and unethical practitioners, and initiate court action for illegal
niractice. It would follow that these boards exert great influence

on sctool curriculum content.

Professional Organizations

Professional organizations such as the Oregon Medical Association, the
Oregon Association of Hospitals, the Oregon Nurses Association, the Oregon
Dental Association, and many others serve primarily to maintain the
standards of professional capability and practice of their members

as well as to promot2 public and community health.

Other Training Facilities and Resource Agencies

1. Community go]]eges throughout Oregon offer training programs for
dental hygienists, dental assistants, dental laboratory technicians,
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medical secretaries, medical records technicians, associate degree
and Ticensed practical nurses, and a multitude of other health-
related occupations.

2. Proprietary schools offer numerous training programs ranging from
medical secretary to dental prosthetist. There is no effective
statewide program at the present time for coordination of planning.
The Educational Coordinating Council has been working in this area
recently, however, it does not have the requisite statutory authority
anc is dependent un voluntary cooperation.

3. The Office of Economic Opportunity, Manpower Development Training
Act, and Jobs Corp have been involved Targely in financial support
for minority or depressed groups to enable them to enter training
programs requiring minimal education. The acquired skills and
employment opportunity probabilities have never been evaluated.

AUTHORITIES

To be researched.

OBJECTIVES

1. By 1972, establish mechanisms to assess current supply, utili-
zation anu projected demands for health workers.

2. By 1972, establish an effective statewide <ystem for coordinating
health occupation training programs of both the public and private
sectors.

3. By 1973, develop prcgrams designed to standardize education and
training of the various health occupations where this does not
now exist, and develop mechanisms to insure continuing high standards
of vocational and professional competence.

- 4, Establish procedures to make the supply of health workers both
more flexible and more responsive to demand.

RECOMMENDATIONS AND METHODS

(Objective #1)

1. THE GOVERNOR'S HEALTH PLANNING COMMITTEE CHARGE ITS STANDING
COMMITTEE ON HEALTH MANPOWERL/WITH THE TASK OF ESTABLISHING GUIDE-

1/ The Governor's Health Planning Committee's standing Committee on Health
Manpower and the Health Manpower Council are presently one and the same
organization and will be hereafter referred to in this Section as the

Q. CHP (Compreliensive Health Planning) Health Manpower Committee.
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LINES AND .OLICY FOR DEVELOPING STANDARDIZED NOMENCLATURE AND
CLASSIFICATION CRITERIA FOR HEALTH OCCUPATIONS IN OREGON.

Methods

a.

The CHP Health Manpower Committee establish a study group
including representation from Gov...or's Manpower Coordinating
Council, Educational Coordinating Council, Employment Division,
health professional licensing boards, and other interested agencies
to study health occupation nomenclature and classification
categories, and to oversee the preparation of a health occupa-

tion classification guide.

The Health Manpower Intelligence Facility, with advisory
assistance from the CHP Health Manpower Committee referenceu
in~Method (a) above, prepare and publish by 1972, a health
occupation classification guide, reflecting standardized
nomenclature and classification ca »gories for all health
occupations in Oregon.

HEALTH MANPOWER INTELLIGENCE FACILITY DEVELOP EFFECTIVE DATA COLLECTION
TECHNIQUES AND ESTABLISH A STATEWIDE "INFORMATION BASE" REFLECTING
CURRENT HEALTH MANPOWER SUPPLY, UTTLIZATION, AND DEMANDS IN OREGON.

Methods

a.

Health Manpower Intelligence Facility, with advisory assistance
from the CHP Health Manpower Committee and in cooperation with
the health professional licensing boards, devise standardized
application and registration forms with comnuter adaptability
for use by the individual licensing and certifying boards

by 1972.

Health Manpower Intelligence Facility develop an ongoing study
of supply and utilization of health workers, as well as collect
and maintain data on projected health manpower demands and
opportunities in Oregon to include:

1) Collection of current data on budgeted vacancies and
other employment information including but not limited
to: a) current utilization practices of management;

b) qualification requirements; and c¢) management
policies regarding interchangeability of health workers.

2) Continuing study of medical care facility planning,
as well as employment and market trends for health
facilities and other community-based health services.

3) Collection of information and maintenance of a centralized

file on scholarships and loan funds available in Oregon
for health occupations.
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Health Manpower Intelligence Facility make employment probability
forecasts on the basis of current data and projected trends,
providing such information regularly to the CHP Health Manpower
Committee who will be responsible to make periodic reports on
current and projected supply-demand trends available to the
Educational Coordinating Council, Governor's Manpower Coordinating
Council, Employment Division, recruitment centers, and other
interested agencies.

(Objective #2)

3.

DEVELOP MECHANISMS TO COORDINATE THE ACTIVITIES OF RECOGNIZED
PLANNING AGENCIES, PROFESSIONAL LICENSING BOARDS, AND TRAINING
INSTITUTIONS INVOLVED IN HEALTH MANPOWER TRAINING PROGRAMS OF BOTH
THE PUBLIC AND PRIVATE SECTORS IN OREGON.

Methods

a.

The Governor's Health Planning Committee support legislative
proposals prepared by the Educational Coordinating Council
expanding the scope and authority of the Educacional Coordinating
Council to evaluate needs and coordinate both public and

private sector educational programs, including health occupa-
*ion training programs in Oregon.

“he Governor's Health Planning Committee charge its CHP

Health Manpower Committee with responsibility to work with
existing recognized planning agencies (Educational Coordinating
Council, Governor's Manpower Coordinating Coun~il, anc others),
as well as the health professional licensing boards to

develop effective coordiration and evaluation of all health
manpower training activities, licensing, certification,
registration, and other programs relating to health manpower.

1) The CHP Health Manpower Committee effect liaison with
and provide informati-n and advisory assistance to
the Educational Coordinating Council, Governor's Manpower
Coordinating Council, health professional licensing boards,
Employment Division, and other pub.ic and private
agencies affecting health manpower supply and demand,
and in cooperation with these agencies, establish
brocedures designed to insure coordinated, statewide
health manpower training programs.

2) The CHP Health Manpower Committee, together with the
health professional licensing boards and the
Educational Coordinating Council, establish procedures
for the systematic evaluation of current health occupa-
tion training program content. Criteria should include,
but not be limited to:
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a) qualifications and availability of suitable
faculty;

b) adequacy of academic facilities;
¢) adequacy of clinical facilities;

d) length of training with reference to skills
acquired and anticipated remuneration;

e) suitability of enrollment requirements for the
program;

' f) adaptability of program to a career ladder;

g) current or anticipated need for skills being
taught;

h) comparison with standards of other states or
national organizations.

3) The CHP Health Manpower Committee review all proposed
health occupation training programs (forwarded from the
Educational Coordinating Council through the Gowvernor's
Health Planning Committee to the CHP Health Manpower
Committee) and make recommendations to the Educational
Coordinating Council, the Governor's Health P’anning
Committee, and other agencies, on the appropriateness and
financial support of these proposals.

4) The CHP Health Manpower Committee review existing health
occupation training programs against need, and provide
the Governor's Health Planning Committee and the
Educational Coordinating Council with recommendations for
initiation, modification, or curtailment of health
occupation training programs.

(Objective #3)

4. DEVELOP DEFINITIVE AND EFFECTIVE POLICIES REGARDING CERTIFICATIONL/
AND LICENSUREZ/FOR THE HEALTH OCCUPATIONS.

Methods
a. Comprehensive Health Planning encourage a moratorium on any

legislation establishing new classification, certification, or
licensure standards or categories.

1/ Certification - verification of satisfactory completion of a training program
issued by a duly accredited training facility. )

2/ Licensure - permissicn granted through the state's authority for a person
to function within the limits of his competency.
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b. CHP Health Manpower Committee establish a task force to review
activities of both national and state organizations involved
in certification and licensure; study necessary revisions to
existing categories and standards for all professional, as
well as allied health occupations; and make recommendations to
the Governor's Health Planning Committee designed to optimize
utilization of health manpower in the delivery of health care.

5. MAINTAIN THE STATUTORY AUTONOMY OF THE HEALTH PROFESSIONAL LICENSING
BOARDS; HOWEVER, ALIGN THESE BOARDS WITHIN A COMMON ORGANIZATIONAL
STRUCTURE FOR COORDINATION OF ACTIVITIES.

Method

Encourage legislative support for the proposed reorganization
of Human Resources, establishing a Professional Licensing Board
section in the Division of Health Affairs to coordinate the
activities of these boards.

6. REQUIRE THAT LICENSING OF HEALTH-RELATED EDUCATIONAL TRAINING
FACILITIES BE BASED ON EDUCATIONAL COMPETENCE, AS WELL AS FISCAL
RESPONSIBILITY.

Method

The Educational Coordinating Council, in cooperation with the
CHP Health Manpower Committee develop and sSponsor legislation
(assigning responsibility and providing requisite authority
and funding) designed to insure that health-related educational
fdcility accreditation and licensing standards relate directly
to' competence of the facility in the applicable educational
field, as well as to its fiscal responsibility.

(Obiective #4)

7. IMPLEMENT PROCEDURES TO IMPROVE COMMUNICATION BETWEEN SUPPLY AND
DEMAND SECTORS IN HEALTH MANPOWERY

Methods

a. The CHP Health Manpower Committee establish working relationships
with the Educational Coordinating Council; the Governor's Manpower
Coordinating Council; and health-related professions, providers,
voluntary agencies, and other interested agencies to study and
make recommendaiions on: 1) establishment of health occupation
classification criteria (see Recommendation 4); 2) changing
needs for programs; 3) methods to make supply of health
workers more responsive to demand; 4) recruitment and training
programs; and 5) anticipated changes in the health manpower
field.
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Health Manpower Intelligence Facility make employment probability
forecasts which will be made available through the CHP Health
Manpower Committee to the health manpower supply and demand

(see Recommendation 2, Method c.)

sector.

INCREASE THE SUPPLY AND EFFECT BETTER UTILIZATION OF HEALTH WORKERS
TO OVERCOME CURRENT HEALTH MANPOWER PROBLEMS.

Methods

a.

Based on actual or anticipated need, explore the feasibility of
increasing the number of physicians, dentists, and nurses
available to meet Oregon's health manpower demands.

1) Physicians

a)

b)

University of Oregon Medical School continue to explore
all possibilities of increasing the number of graduates
as quickly as possible without sacrificing standards
of medical education by: '

(1)

(2) .

(3)

admitting a new class of medical students every
nine months and operating the school on a 12-month
basis, so that a 4-year course can be accomplished
in three calendar years (or less in special
cases);i

increasing the number of students admitted to
each class at a greater rate than has been
done in the past;

rotating students through qualified community
hospitals with local hospital staff functioning
as faculty, thus freeing medical school faculty
to educate another class.

University of Oregon Medical School expand refresher
course programs now being conducted on a limited

basis for physicians wishing to review certain areas of
practice, as well as for physicians previously inactive
or in limited practice, administration, or research

who may wish to become involved in.direct patient care by:

]
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This 1s a method used in World War II and was proven effective. The faculty
costs are higher of course, but savings are reslized by not having to

build additional structures to accommodate larger classes (i.e., better
utilization of existing resources), and it has the significant advantages
of providing a guaranteed increase in physician production within 3 years
and can be retracted without loss.
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1/

(1) offering a course in basic science review;=

(2) structuring a 1-3 month preceptorship, combining
didactic work with rotation through the Medical
School Clinics and County Hospital;

(3) combination of both (1) and (2) above.
2) Dentists

a) University of Oregon Dental School continue to explore
all possibilities of increasing the number of graduates
as quickly as possible without sacrificing standards
of dental education by:

(1) admitting a new class of dental students every
nine months, operating the school on a 12-month
basis, so that a 4-year course can be accomplished
in three calendar years (or less in special
cases).

(2) increasing the number of students admitted
to each class at a greater rate than has been
done in the past.

3) lurses

a) The CHP Health Manpower Committee, together with the
Educational Coordinating Council and the State Board of
Nursing:

(1) Encourage nurses training programs to train in
excess of the number of nurses required by a
minimum of 30%.

(2) Encourage community colleges in Oregon to implement
refresher courses (with emphasis on basic nursing
procedures) for nurses who have been inactive
to attract them back into active duty.g/

(3) Encourage nursing schcols to more actively recruit
men to enter the nursing profession.

1/ For a number of years the University of Pennsylvania School of Medicine
has conducted a course of one semester duration designed to provide a back-
ground in the basic sciences. After extensive revision, the School of
Medicine announced a new procram lasting 15 weeks and including three
hours per day of formal teaching by senior faculty members and four hours
per day of clinical teaching by discipline (Medicine, Surgery, Physical
Medicine, Pediatrics, Cardiology, Gastroenterology, Dermatology). The
content 1s under continuous review by the faculty so that the courses
will meet the needs of the student in a flexihle, but well structured semester.
g/ A curriculum for those courses has already been developed for the communityr

Qo colleges and will be distributed in February, 1971.
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b) The CHP Health Manpower Committee:

(1) Explore the feasibility and potential for health
care institutions to provide nursery care for
the children of nurses who wish to be active
professionally but are deterred by family
responsibilities.

(2) Explore possibility of expanding the utilization
of nurses on a part-time basis (consisient
with demands of family responsibilities).

¢) The Educational Coordinating Council and CHP Health
Manpower Committee initiate studies on the need and
feasibility of continuing education programs focusing
on clinical nursing in depth, to include pharma-
cology, biochemistry, observation of symptoms, etc.

b. Augment utilization of health workers' skills.

1) Physician Assistants

The Oregon Medical Association, University of Oregon
Medical School, and representatives of involved
specialty organizations encourage development of and
define criteria for a Physician Assistant program to
be conducted at the Medical School. This program
should be acceptable to the physicians who are the
potential employers of such assistants; the medico-
legal ramifications should be explored prior to
program implementation.

(a) The Governor's Health Planning Committee
and its CHP Health Manpower Committee
encourage utilization of nurses with special
skills as the resource co.e for physician
associates and/or assistants. (The role of
the professional nurse can be and in some
instances 1s being expanded, e.g., Pediatric
Nurse Practitioner in Colorado, Nurse Mid-
wives in the Eastern States, etc.)

(b) The Governor's Health Planning Committee and
its CHP Health Manpower Committee encourage
development of the MEDIHCS program of the
Employment Division and/or the MEDEX program,
ard encourage referral of those military
corpsmen who have high potential as physician
assistants.
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2)

3)

4)

Dentist Assistants

The Oregon State Board of Dental Examiners, the University

of Oregon Dental School, the Oregon Dental Association,
together with the Educational Coordinating Council and
the community colleges, explore possibilities for
restructuring and expanding the scope of existing dental
assistant and dental hygienist programs. Emphasis
should be placed on early development of a program
designed to supply a large number of dentist assistants
gualified to do special procedures (especially

in the area of topical fluoride treatments) and
incorporation of a training course qualifying these
assistants to teach home care methods and to remove
dental plaque. These assistants could teach in school
and community programs, as well as work in dentists'
offices. (The Oregon Dental Association and others

are already working in these areas. The present

core of dental assistants and dental hygienists
provide an excellent resource for developing
assistants capable of expanded functions.)

»
-~

The University of Oregon Medical School and Dental School
implement special classés In techniques of team practice
(Allied Health Team Program) which should involve medical
and dental students and all the current identifiable
members of the health team (nurse, specialty consultants,
social worker, physical therapist, occupational therapist,
speech therapist, etc.) )

The CHP Health Manpower Committee, together with the
Educational Coordinating Council, implement actions to
introduce the concept of a multi-skilled health worker
to community colleges and other training facilities
to provide for more flexible allied health workers .1/
Recommendations for curriculum change might include:

a) Medical records technicians could be taught to function
as medical secretaries, or vice versa. : ‘

b) Inhalation therapists could learn the techniques of
electrocardiograph technicians, surgical technicians,
cardiopulmonary technicians, etc., or vice versa.

1/ Definitive legislation concerning certification and licensure should be
deferred until there has been more experience with multi-skilled health
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5) The Board of Pharmacy, in cooperation with the Oregon State
University School of Pharmacy, and the Oregon Pharmacy
Association, explore the potential, structure, and curriculum
of a short, intensive special program designed for personnel
from the other health disciplines. This training program
could qualify personnel functioning in other capacities
to perrorm select drug procedures such as simple dispensing
from stock bottles, and could alleviate problems and improve
pharmaceutical services to smaller nursing homes and homes
for the aged. This program could be offered to nurses
already employed by such facilities, to MEDIHC personnel, and
others capable of performing such responsibilities.i

6) The CHP Health Manpower Committee, togetler with the
Educational Coordinating Council, health professional licensing
boards, and other interested agencies, embark upon a study
to develop realistic career ladders for the health
occupations. This will require review of all curricula
with the appropriate organizations to explore possibilities
of career ladders allowing horizontal and vertical
mobility without educational penalty.Z/

The promotional opportunities for nurses should be enlarged
beyond administration and teaching. All possible
mechanisms for entry into career ladders must be

considered objectively. Criteria must be established

for competency, and challenge examinations and equivalency
testing must be provided. Provision must be made for
appropriate remuneration.

7) Consideration should be given to revising laboratory and
nursing personnel licensing standards, rules, and regulations
to permit personnel to perform. functions for which they
are qualified regardless of their level of formal academic
achievement. '

¢. Expand recruitment of health workers into the state.

1l) The CHP Health Manpower Committee, together with health profes-
sional licensing boards and other interested agencies, institute
a review of Oregon's existing licensure and certification
laws and those of other states to identify unnecessary

1/ Such assistants could be allowed to dispense medications from the facilities'
pharmacies, under the general supervision of a consultant pharmacist.

2/ For nurses, this would include coordination of the Nursing Board, Oregon
Nurses Association, Oregon League for Nursing, hospitals involved
in training nurses, University of Oregon Medical School, Oregon Medical
Association, Medical Examination Board, etc.

144
O

ERIC

Aruitoxt provided by Eic:



O

ERIC

Aruitoxt provided by Eic:

2)

barriers, inequities, and inconsistencies in requirements
and qualifications to make relocation to Oregon more
attractive without sacrificing necessary standards.

(For instance, in the physician area the question may be
raised as to the necessity for the Basic Science examination
in view of the rather general acceptance of the National
Board Examination.,)

The Oregon Medical Association, Oregon Association of
Hospitals, Oregon Dental Association, and others should

work together to establish programs publicizing the advantages
of living and practicing in Oregon in order to attract needed
professionals.

Develop programs designed to correct existing maldistribution
of health workers.

1)

The CHP Health Manpower Committee, together with the
University of Oregon Medical School, Dental School,

Nursing School, and others, develop new programs which
offer newly graduated physicians (prefersbly after rotating
internship), new licensees, physicians wishing to relocate,
and other allied health workers, incentives to serve

for specific periods of time in rural and/or deprived

areas where critical shortages exist. Incentives could

be in terms of direct money subsidies, income tax

rebate, or credit for military service (latter would

have to be coordinated with Selective Service).

Increase the numbers of health care personnel capable of
providing direct patient care.

1)

2)

3)

Increase supply of key health workers (reference:‘
Methods a, b, and ¢ above.)

The State Board of Nursing and the Educational Coordinating
Council encourage universities, hospitals, and community
colleges with nurses training programs to increase the
emphasis on direct patient care. Efforts should be made

to increase utilization of hospitals for clinical and
bedside-care training.

Health facilities and health-related services should be
encouraged to use qualified inactive or semi-retired
professionals, as opposed to the potentially active
practicing professional, where feasible, for administrative
and/or less physically demanding assignments.
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4) Encourage the judicious use of qualified paramedical
personnel to perform those duties of physicians, dentists,
and nurses which can be delegated to lesser-trained personnel.

The Governor's Health Planning Committee, the CHP Health Manpower
Committee, the Governor's Manpower Coordinating Council, the
Educational Coordinating Council, the Oregon Association of
Hospitals, and other interested agencies should explore

alternate possibilities of obtaining financial support for
essential health manpower training programs. Immediate
attention should be given to alleviating the financial burdens
now being absorbed by the patients of the two hospital-hased
diploma nursing programs.

The CHP Health Manpower Committee should develop recommendations

for the reallocation of 1971-73 State budget funds currently devoted
to less essential purposes, to the establishment of a health
manpower educational assistance fund. These funds should be
provided in the form of institutional grants and/or scholarships

to educational institutions able to utilize the funds to effect

an increase in the number of trained health personnel currently

in short supply.

COMPREHENSIVE HEALTH PLANNING REQUEST FUNDING AND POSITION
AUTHORIZATIONS TO HIRE TWO FULL~TIME STAFF MEMBERS, KNOWLEDGEABLE

IN THE HEALTH MANPOWER FIELD, TO PERFORM STATE LEVEL HEALTH

MANPOWER PLANNING DUTIES AND RESPONSIBILITIES, AS WELL AS PROVIDE
NECESSARY STAFF ASSISTANCE TO ENABLE THE CHP HEALTH MANPOWER COMMITTEE
TO PERFORM THE FUNCTIONS RECOMMENDED IN THIS REPORT.

NOTE :

1)

2)

Specific health manpower recommendations relating to rehabilitation
programs and problems in Oregon are located in the "Rehabilitation
(Physical Disabilities)" Section of the Comp: hHz2nsive Health Plan.

Although this Section currently is restricte.l to the more pressing
health manpower problems involving physicians, dentists, nurses,
select assistant programs, and some allied health manpower training
programs, it is anticipated that further revisions of this Section
will allow incorporation of information and recommendations on the
entire spectrum of health occupations.

146



OPERATIONAL PROBLEMS

In addition to the usual operational problems inherent in most new
or expanded programs (i.e., normal resistance to change; shortage
of money, manpower and materiel), come specific operational problems
are:

1. The heretofore absence of a single responsible coordinating health
manpower planning staff. A minimum of two full-time staff members
knowledgeable in the health manpower field are essential to
initiate recommended programs of the Comprehensive Health Planning
Health Manpower Committee.

2. Difficulties in coordinating the many divergent activities affecting
health worker supply and demand, including problems of representation
and vested interests, demanding effective 1jaison between public
and private sectors of both the education and health care delivery
system.

3. The lack of substantive data on actual health manpower needs,
complicated by changing patterns in health care delivery and
changing professional and allied health personnel roles in the
delivery system.

EVALUATIUN CRITERIA

Evaluation mechanisms for assessing recommendations to be established

by the Comprehensive Health Planning Health Manpower Committee. The
ultimate criteria will involve measurement of how close supply
(qualitatively, as well as quantitatively) matches demand. Unfortunately,
there is a long lag-time for the completion of the product (one year

for technical skills to 4-7 years for physician's skills) which

dictates Tong-range evaluation programs.

PRIORITY

To be determined.
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EXRIBIT 1

HEALTH-RELATED OCCUPATIONS

ADMINISTRATION
Hospital Administrator Pharmacologist
Medical Administrator Fhysiologist
*Nursing Home Administrator Serologist
BASIC SCIENCES AND RESEARCH ELECTROLOGY
Biochemist : *Electrologist
Biologist

ENVIRONMENTAL HEALTH

Biomathematician (Biostatistician)
Industrial Hygiene Engineer

Biophysicist

*Registered Sanijtarian
Cryogenicist

*Sanitarian
Cytologist

Sanitary Engineer
Endocrinologist _

_ Entomologist FOOD AND DRUG PROTECTION
Epidemiologist Food and Drug Analyst
Immunohematologist Food Technician |
Geneticist Laboratory Analyst
Health Physicist

DIETETICS AND NUTRITION ®
Hydrostatistician
Dietitian
Microbiologist
v Dietitian Intern
Bacteriologist
Food Service Supervisor
Mycologist
Food Service Technician
Parasitologist ‘
Nutritionist (dietitian
Virologist background)

NOTE: This 1ist should be used only as a guide; new occupations are being added.

* Occupations Ticensed and/or certified in Oregen, as asterisked.
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HEALTH-RELATED OCCUPATIONS

DIETETICS AND NUTRITION (Cont.)

Nutritionist (Ph.D., Biochemistry) Pathologist

Pediatrician
EDUCATION

Physical Medicine & Rehabilitation
Health Education Teacher

Plastic Surgeon
Physical Education Teacher

Preventive Medicine & Public Health
Public Health Educator

Proctologist
PHYSICIAN AND RELATED OCCUPATIONS Péychiatrist
*Doétor of Medicine Radiologist
Anesthesiclogist - Surgeon (general)
Cardiologist Urologist
Dermatologist Physician Assistant Y
Family Practitioner 1/ *Doctor of Chiropractic
Geriatrician *Doctor of Natdropaihy
Hematologist *Doctor of Osteopathy
Internist *Doctor of Podiatry
Neurologic Surgeon *Doctor of Veterinary Medicine

Neurologist
DENTISTRY AND ALLIED ARTS

Obstetrician & Gynecologist

Dental Assistant
Occupational Medicine

*Dental Hygienist
Ophthalmologist

Dental Laboratory
Orthopedic Surgeon

Dental Laboratory Technician
Otolaryngologist

1/ Programs to be established June, 1971.

* QOccupations licensed and/or certified in Oregon, as asterisked.
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HEALTH-RELATED OCCUPATIONS

DENTISTRY AND ALLIED ARTS (Cont.)

*Dentist Electroencephalograph Technician
Endodontist Histologic Technician
Oral Pathologist Laboratory Technician
Oral Surgeon Medical Technologist
Orthodontist Nuclear Medical Technologist
(Isotope Tech.)

Pedodontist

Operating Recom Technologist
Peridontist
Prosthodontist MORTUARY SCIENCE
Public Health Dentist *Embalmer

*Funeral Director
HOSPITAL AND RELATED OCCUPATIONS

Obstetrics Technician NURSING AND RELATED OCCUPATIONS

Nurse Aide *Professional Nurse

Orderly
Psychiatric Aide

Ward Secretary

Associate Degree Nurse
Diploma Nurse

Bachelor of Science

Master of Science
MEDICAL TECHNOLOGY AND RELATED

OCCUPATIONS *Licensed Practical Nurse

Bloodbank Technologist *Home Health Aide

Cardio-pulmonary Technician Medical Emergency Technician

Certified Laboratory Technician
ORTHOPEDIC/PROSTHETIC APPLIANCE MAKING

Chemistry Technologist

Orthotist
Cytotechnologist

Prosthetist
Electrocardiograph Technician

*  QOccupations licensed and/or certified in Oregon, as asterisked.
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HEALTH-RELATED OCCUPATIONS

PHARMACY
*Pharmacist *Psychologist
Pharmacist Intern Psychometrist

Social Worker
RADIOLOGY - ENGINECRING - ELECTRONICS

*Social Psychologist

Bio-Medical Engirneer
Vocational Rehabilitation Counselor

Bio-Medical Engineering Technician

Medical Nuclear Technologist SPEECH PATHOLOGY/AUDIOLOGY
Radiation Engineer Audiologist
Radiobiologist *Hearing Aid Fitter
Radio Therapy Technician Speech Pathologist.
Radiochemist

THERAPY

Radiologic Physicist
Corrective Therapist

Radiologic Technologist
Educational Therapist

Radiological Health Specialist .
Inhalation Therapist

Safety Engineer
Manual Arts Therapist

SECRETARIAL AND OFFICE Music Therapist
Medical Secretary Occupational Therapist
Medical Assistant Occupational Therapy Assistant

*Physical Therapist
SOCIAL WORK AND COUNSELING

*Physical Therapy Assistant
*Clinical Psychologist
Recreational Therapist
Medical Social Worker

Psychiatric Social Worker

* QOccupations Ticensed and/or certified in Oregon, as asterisked.
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HEALTH-RELATED OCCUPATIONS

VISUAL/EYE CARE OCCUPATIONS

Dispensing Optician
Opnthalmic Technician
Optical Technician
Optician
*Optometrist

Orthoptist

LIBRARY SERVICES

Medical I1lustrator
Medical Librarian
Medical Recordé Librarian

Medical Records Technician

* QOccupations licensed and/or certified in Oregon, as asterisked.

SOURCE: Lijcensed Occupations in Oregon
Employment Division
Oregon State Employment Service
Salem, 1970. '
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HOME HEALTH SERVICES

GOAL ESTABLISH HOME HEALTH SERVICES AS AN INTEGRAL PART OF A COMMUNITY
SYSTEM OF MEDICAL SERVICES AND FACILITIES PROVIDING AN OPTIMAL
BALANCE OF ECONOMY AND EFFECTIVENESS.

CONDITION

Home health services, for the purpose of this Plan, consist of individual-
ized care provided to persons in their home, on a visiting basis, by
professional personnel under the direction of a physician. The nature of
home health services varies in comprehensiveness among communities. The
standards developed for home health agencies since the enactment of Medicare
have influenced most types of home health services.

Under Medicare, home care treatments may be given by a registered nurse,
physical therapist, occupational therapist, speech therapist, medical
social worker or home health aide. Some agencies in Oregon provide addi-
tional ancillary services such as dietary guidance, clinical laboratory,
vocational guidance, inhalation therapy, psychological counseling, medical
equipment, and supplies. , ..

rdome health care should be viewed as an essential and dynamic component of
comprehensive health care. In order to understand the scope of comprehen-
sive health services, we must identify and define three distinct categories
of personal health care according to their function. The three classes or
Tevels of care include medical self care, health maintenance, and acute care.

Medical Self Care - the amount of care that can be properly given by an
individual to himself or by the supporting or family unit. Medical
self care is dependent upon such items as physical ability, degree of
health knowledge, intellect, available equipment, and supplies.

Continuing Madical Care - that level of medical care which is required
to maintain a certain level of health, to reduce the amount of unfavor-
able change or to increase the degree of favorable change (as in the
rehabilitation process). This process usually requi-es more extensive
supportive services including personalized self-help training and re-
quires an extensive evaiuation to deterinine the patient's actual status.

Crisis or Acute Care - this Tevel is a service in which a patient re-
covers or regresses quickly. In this level there are many types of

care such as medical, surgical or emergency services. ‘In the emergency
service, for example, the treatment is to reduce certain emergency
‘conditions, such as spurting blood, fractured bones, etc. Most patients
will progress from this level of care in a short period of time such as
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one to three weeks. In addition, most cases will require Timited
follow-up with medical self care being used quite extensively.

Home health care relates or can be an overlay to each of these classes of
care. The following examples explain the relationship of home health
services to other providers of services.

General Hospital - home care is a continuation of treatment started
in the hospital and provides an effective feedback mechanism about
patients' response to continual treatment.

Rehabilitation Hospital - home care is the optimal completion of the
rehabilitation process. When feasible, it should be utilized by most
discharged patients. The home care program <iould be called upon as
soon as health facility discharge is anticipated to assist in the
therapeutic plan for the patient.

Extended Care Facility and Nursing Home - home care utilization would
effectively reduce the length of stay for selected patients, allowing
them to complete their recovery at home and to permit sufficient
counsel for the family to determine their ability or inability to
adequately care for the patient.

Physician - hcme care is the extension of the physician s therapeutic
arm, acting as his assistant by providing those services he prescribes.
In addition, home health services provide personalized health education
for patients. This permits physicians to devote more time to their
in-office and in-hospital patient load.

Medical Self Care - home care is used to teach or train the family to
properly care for the patient and to teach the patient to properly
care for himself and thus become an independent self care unit.

Modern home care has its roots in the care of the sick by the country doctor
followed by re1igious orders using trained nurses to visit the homes of the
sick in 1877. Yet, in terms of an organized service which is integrated
with other parts of the health care system, home health services are Just
now maturing and increasing in numbers.

In 1966, prior to Medicare, only four agencies in Oregon were providing
home care tc approximately 450,000 of the total 1,768,687 population. With
the implementation of Medicare, 30 home health agencies were certified in
Oregon. However, four (official) agencies voluntarily withdrew during
1969-70 (Columbia, Wallowa, Tillamook, and Umatilla Counties). Budget,
utilization and volume of administrative and clerical detail necessitated
by the Medicare regulations were their stated reasons for withdrawal. The
official Portland agency and Multnomah County combined during 1969. A
hospital-based home health agency for Columbia County has been approved and
an application is now pending for a similar program in Umatilla County.

The problem of providing adequate home health care services essentially
resolves itself into (1) under-utilization of existing services, (2) under-
financing.’
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Under-Utilization

In Oregon, the State Board of Health reported that 6,276 patients had
received home health agency services in a one year period ending June 30,
1970. The need is estimated by the service agencies to be in excess of
35.000. This means that only 17.9% of the current need is being met by
existing services. Of the 6,276 receiving services, Medicare paid for
5,117 (81.5%). A description of- the types of services provided by home
health agencies is shown in Exhibit 1.

The location of existing certified home health agencies leaves thirteen
(13) counties without service. Districts 9 and 12 have no service and
District 13 has only one agency. In October 1967, Oregon had total
coverage in €9% of the counties, partial coverage in 6% and no coverage
in 25%.

0f the 25 agencies providing services in September 1970, 20 were public
agencies (local health departments), one was a visiting nurse organiza-
tion, one was hospital based, and 3 were operated by other non-profit
agencies.

Medicare certification regulations require nursing care and at least one
other service (physical, speech, or occupational therapy, medical socia:
work, or home health aide). While Social Security encourages the pro-
vision of as many services as possible, it will not continue certifi-
cation for any service that is not utilized. In addition, Medicare
states that these services must be provided on a fee-for-service basis
ana that the same fee must be charged for all patients. The cost is
determined annually by a financial audit. 1In most areas, home care
services are available to non-Medicare patients who can personally
afford them. :

The extent to which agencies are certified to provide serv1ces in addi-
tion to nursing is:

United

States Oregon

69.4% Physical Therapy 84%

15.1% 0ccupat1ona1 Therapy | 32%
C22.7% Speech Therapy 32%

22.6% Medical Sociatl Service 36%

38.6% Home Health Aide 687%

There is, however, a wide range in the extent to which ¢gencies are pro-
viding the comprehensive range of services envisioned by the Congress:

168




Mumber of Number of Services - Number of

Agencies in addition to ) Agencies

U. S. Nursing Provided ' Oregon
1,166-58% 1 9-36%
444-229% 2 5-20%
195-10% 3 4-16%
116- 6% 4 4-16%
78- 4% 5 or more 3-12%

In September 1970, three Oregon agencies (one in Salem and two in
Portland) were certified to provide a comprehensive service; however,
only one agency in Portland had staff in all services. The remaining
two agencies contracted from independent privateé practitioners for at
least two of the five services. The five non-governmental agencies,
in 1968, provided an estimated 70 percent of the total visits.

A listing of the 1968 and 1970 visit statistics gathered by the Oregon
State Board of Health indicate that availability and utilization in
home care are different. For example, in 1968 32 percent of the cer-
tified agencies had speech therapy services available but only 0.5
percent of the—total home care visits were. for speech therapy The
following table summarizes the visits:

UtiTization of Services Percent for Fiscal
by Visit Year 1968 1970
Skilled Nursing and Home Health Aide 89.9% | 88.5%
Physical Therapy ' 8.7% 9.4%
Speech Therapy 0.5% 0.9%
Occﬁpationa1 Therapy 0.5% 0.8%
Medical Social Service 0.4% 0.4%

The rural and sparsely populated areas have a great but unmet home care
service need. This is due mainly to the high percentage of elderly
people Tiving in these areas and the Timited physicians' services
.available. Home care services are most needed for 1ong term patients
requiring assistance in making the home adjustment or in 1earn1nq to

- live with their disability.

The home care setting and its 1nr1uence on rehab111tat1on has been ex-
pressed by Howard Dewey, Ph.D.

"Experience with long-term ilinesses where people have been
separated from their families have revealed how debilitating
such separation is. .The stream of Tife continues for those

who are in the home and their interests grow and change and
their activities and involvement continue to modify with time,
and it is almos* impossible to keep a relative who is physically
separated abreast of such changes. The patient feels Teft out
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and neglected and often becomes depressed and increasingly
withdrawn. While there may be factors existing in the
home which are not always conducive to health, close work
with a patient being treated in the home environment can
identify such problems and often be corrected.

“The problems presented by a patient being separated for long
periods of time from his family are insurmountable, even though
they are usually well identified. Another aspect of home treat-
ment is the security afforded the patient of familiar surround-
ings, and for the most part, association with those who
sincerely love him and are concerned about his recovery or
rehabilitation. Again, this may present problems as too nwuch
pressure can be exerted; but again, problems can be fairly
readily identified and treated on an on-going basis within the
home while the pattern for those who are long-term hospital -
cases is for them to be neglected and forgotten, or when
visited they are called upon out of a sense of duty or gquilt
rather than because of interest and true desire."

Since home care involves treatment of each patient by the individual
professional, it provides proportionately more skilled treatment time to
the patient than is provided in a hospital. For example, hospital "bed-
side registered nurse man-hours per bed day" is about 32 to 35 percent
as compared to about 60 to 70 percent of the "direct nursing care time"
in a home care program.

Proper utilization of home health services is a major problem. Apathy,
political attitudes, inability or unwillingness to pay and lack of
understanding of poteritial benefits appears to jeopardize the estab-
lishment of home henlth services in certain areas, or the financial
viability of existing services.

Funding

Traditionally, home care has been financed with the voluntary dollar,
and until the advent of Medicare, third-party payment was focused on
hospital services. The Medicare dollar has made it possible to provide
limited home care services to patients over 65 and is the first nation-
wide plan which encourages the use of home care by subsidizing home
health services. However, to be 'covered' by Medicare, home care
services must include either skilled nursing, physical therapy, or
speech therapy which are classiticd as 'primary services' and must be
provided by persons qualified in their field. Occupational therapy,
medical sncial service, and home health aide services are classified as
secondary or supportive and can only be 'covervd' when a primary service
is required. 1In addition, the Social Security Administration has
restricted the use of Medicare funds by eliminating payment for the
‘custodial services' of the home healcn aide. This often leads to
serious consequences for the home-bound patient. '
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Some home care agencies utilize nurse coordinators who are stationed

in a hospital to assist the physician and hospital staff to arrange

for home care upon discharge from the hospital. Robert F. Ehinger, M.D.,
Deputy Commissioner, Erie County Health Department, New York, advised
against using this approach since their experience demonstrated that
when the coordinator was absent from the hospital there were no refer-
rals to home care and that the expense was difficult to justify. This,
he felt, was a somewhat temporary solution which supported the need

for a total health care system. In Multnomah County an estimated
$63,000 was spent on coordinator services in 1969.

ijome health services has proven to be a financial savings:

The Good Samaritan Stroke Program in Portland saved over $500,000
in Oregon. o

Blue Cross of New York reduced their average claim costs $259 each
on 2,000 cases after paying for home care services because home
care was more effective and therefore less expensive.

In addition, home care is less expensive as compared to otcher levels
of care. In a study conducted by Kaiser Research Institute, Portland,
the reported costs during 1968 for the following Tevels of care were:

Home Health Care $ 5.26 Per patient day
Extended Care Facility  $39.08 - ’ Per patient day
Acute Hospital $72.62 Per patient day

Associated Home Health Service reported a 1969 per patient day Medicare
cost of $5.40 compared to an average hospital charge of $55 per patient
day, and an average extended care facility charge of $16 to $28 per
patient day. Included in the home health care per patient day cost

was the services of a physical therapist, occupational therapist, and
speech therapist, all of which are additional charges in the hospital
and extended care facility. The major financial resources available to
home care providers include tax-supported, welfare, and voluntary health
dollars as well as insurance carriers.

Tax-supported-Federal

Medicare which was primarily responsible for the development of home
care by including home care benefits has made recent changes in regula-
tions which eliminate payment for “"personal care services", such as
assisting a patient with bathing or other personal care needs. In the
Portland area, agencies reported a reduction in their home health aide
staff from 32 to 4 in the last eight months.

Tax-supported-State

The Tocal health services division of the State Board of Health distrib-
utes the state funds to local health departments. This division is the
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designated state agency responsible for Medicare certification. No
state funds have been available from the state for payment of home
care services.

Tax-supported-Local

Since Medicare provided a source of revenue for home care programs,
most Tocal health departments have become certified home health agencies.
This has provided some relief of local tax burdens.

Welfare and Community Voluntary Health Funds

The community fund resources are presently providing Timited funds to
qualified voluntary agencies. Thus, funding through community resources
is both restrictive and limiting. The welfare department has paid

for home care services in only two of Oregon's 36 counties. Also,
Oregon has not funded home care as a categorical benefit in its state
Medicaid plan. The Regional Medical Program has demonstrated through-
the Good Samaritan Hospital Stroke Program that a tremendous savings
could be generated through the use of home health services, yet there
still is limited financing available to purchase follow-up home care.

Insurance financing of home care is very Timited. A survey of insurance
carriers revealed that home care benefits were being paid by on1y a
few under comprehensive plans such as:

The Physician Association of Clackamas County is implementing a
comprehensive covarage which is partially underwritten by the par-
ticipating providers and includes a paid-in-full home care benefit
subject to a per-visit deductible.

New York Life has a "Medicare" type policy which includes home
care benefits.

Kaiser Foundation has completed an exhaustive feasibility study of
home care in a prepaid group and has continued to provide home care
benefits in its plan.

In addition, the survey of major hospital insurance companies indicates
that home care benefits could not be provided unless the following
criteria were met: _

1. Provide a comprehensive service.

2. Have a standardizeu review system.

3. Maintain uniform record keeping.

4. Develop uniform quality of care standards established by
professional peers.

Budget problcirs are common to all home health agencies. Although
Medicare reimburses the "agencies for services provided in the home
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according to their individual established fee, and for specified
operating costs on a ratio basis, considerable gap occurs in actual
cost recovery. Reimbursement for patients under Medicare's Plan A
provides the createst amount of recovery, but patients under Plan B
are personally responsible for the $50 deductible and 20 percent of
the fee cost. Many of these patients have very limited incomes and
can pay only part of the 20 percent and $50 deductible. Regulations
require agencies to provide care for both A and B patients. Conse-
quently, the agencies are forced to absorb some costs, particularly on
initial visits, for patients under Medicare. For non-Medicare patients,
the agency risk of cost recovery is even greater. Some of these
patients are able to pay the full fee, but the majority referred have
very Timited incomes or are on Public Welfare.

Home health agencies are experiencing considerable financial diffi-
culty due to their continued and increasing number of unpaid claims for
Public Welfare patients and others for whom there are no available
financial resources. Consequently, many agencies can no longer con-
tinue to admit non-Medicare patients without prior promise of payment.
This has necessitated either the return or initial admission of some
patients to nursing homes or hospitals. Although Public Welfare refers
many patients or may give prior approval for assuming the cost, they
are usually unable to pay. Public Welfare in Oregon reportedly has
been unsuccessful in obtaining a budget Tline item for the purchase of
home care service. Title XIX, Medicaid, which inciudes Federal matching
coverage for home care, has not been implemented.

CURRENT PROGRAMS AND ACTIVITIES

At present there are 25 home health agencies in the State of Oregon which
have been certified as providers of Medicare benefits under Title XVIII,
PL. 89-97, Social Security Act. The certified home health agencies in
Oregon are:

Associated Home Health Service, Inc., Portland
Benton County Health Department, Corvallis
Clackamas County Health Department, Oregon City
Cleisop County Health Department, Astoria

Coos County Health Department, Coquille ‘
Curry County Health Office, Gold Beach '
Douglas County Health Department, Roseburg

Harney County Health Office, Burns

Health Services, Inc., Eucene

Home Health Service Agericy for Lane County, Eugene
Jackson County Public Health Center, Medford
Josephine County Health Department, Grants Pass
Kaiser Foundation Hospitals, Portland

Klamath County Health Department, Klamath Falls
Lincoln County Health Department, Newport

Linn County Health Department, Albany

Malheur County Health Office, Vale
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Marion County Department of Health, Salem

Multnomah County Division of Public Health, Portland
Polk County Health Office, Dallas

Tri-County Home Health Agency, Bend

Union County Health Office, La Grande

Visiting Nurse Association of Portland, Portland
Washington County Health Department, Hillsboro
Yarmhill County Health Department, McMinnville

A mere detailed description of the services offered by these agenbies and
the geographic area covered is shown in Exhibit 2.
AUTHORITIES

To be researched.

OBJECTIVES

1. By 1972, establish a mechanism for the systematic identification, class-
ification, and inventory of all home health services in Oregon.

2. By 1972, establish a mechanism to identify patterns of use for home
health services so as to incorporate home health services into the
community peer review system.

3. By 1973, develop a coordinated system of home health services in Oregon
to insure comprehensive care and eliminate gaps in service.

4. Develop a broad financial base for all aspects of home health services.
5. Improve utilization of home health services through increased public

and professional education and information programs.

RECOMMENDATIONS AND METHODS

(Objective #1)

1. ESTABLISH A STATEWIDE COMMITTEE ON HOME HEALTH SERVICES RESPONSIBLE
FOR THE IDENTIFICATION, CLASSIFICATION, INVENTORY, AND ESTABLISHMENT
OF MECHANISMS FOR THE COORDINATION OF ALL HOME HEALTH SERVICES IN THE
STATE. : :

Method

The Governor's Health Planning Committee appoint a Home Health
Services Committee. The committee membership should consist of
representatives from: -1) non-institutional state prcfessicnal
organizations (e.g., Oregon Medical Association, Oregon Associa-
tion of Home Health Agencies), 2) regional organizations (e.g.,
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Region x Comprehensive Health Planning, Region X Director of
National Asscciation of Hcme Hezlth Agencies), and 3) individuals
and representatives from b>rganizations selected for their ability
to take new problems, analyze them, and develop workable solutions.
The composition of the committee will be half professional and
half community reprecentatives. The committee will also meet

tne new requirements under the "Health Improvement Act of 1970"
which requires home health agencies to be included in the health
planning process.

ESTABLISH CLEARLY DEFINED CRITERIA AND STANDARDS TQ CLASSIFY AND
EVALUATE ALL HOME HEALTH SERVICES IN OREGON,

Methods

a.

The State Home Health Services Committee prepare standards for the
classification of home health agencies according to the level of
care provided. (see Exhibit 3 for a description of recommended
standards.) *

State Home Health Services Committee develop procedures for the
continual evaluation of home health services in Oregon.

INVENTORY ALL EXISTING HOME HEALTH AGENCIES IN OREGON TO DETERMINE
THEIR ACCESSIBILITY, STAFFING, COMPREHENSIVENESS, AND DELIVERY OF
SERVICE, AS WELL AS TO IDENTIFY GAPS AND DUPLICATION OF SERVICES.

Methods

a.

State Home Health Services Committee encourage and assist all
areawide comprehensive health planning committees to activate
special committees on home health services whose membership would
be similar to the state committee. Area committees would be
responsible for the identification, coordination, evaluation, and .
surveillance of home health services in their district and will be
advisory to areawide comprehensive health planning agencies.

Area home health committees inventory all existing home health

agencies, classify them according to the criteria established by
the state committee, and submit to the state committee recommenda-
tions for iImproving home health services in their districts,

(Objective #2)

4.

ESTABLISH A STATEWIDE COMMITTEE REPRESENTING HOME HEALTH AGENCIES,
MEDICAL SOCIETIES, AND INSURANCE CARRIERS TO DEVELOP A PEER REVIEW
MECHANISM FOR HOME HEALTH SERVICES.
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Method

Oregon Association of Home Health Agencies, in cooperation

with Oregon Medical Association, Oregon Association of Hospitals,
and other related organizations, appoint a peer review committee
consisting of representatives of Oregon Medical Associatic,
Oregon Associaticn of Home Health Agencies, Blue Cross of

Oregon, Oregon Physicians' Service, and private insurance
carriers. The peer review committee will be charged to:

a) study the relationship of medical self care to home
health care;

b) develop and publish a peer review plan for home
health services;

¢) 1integrate home health services into the overall
medical review system.

DEVELOF A MECHANISM UTILIZING HOSPITAL ADMISSIONS DATA, INSURANCE
AND WORKMAN'S COMPENSATION RECORDS TO IDENTIFY AS WELL AS DETERMINE
APPROPRIATE FATTERNS OF USE OF HOME HEALTH SERVICES.

Methods

a. Peer Review Committee develop guidelines to abstract and correlate
from existing records pertinent information to develop a
profile of tliose patients who can benefit from home health services
and a profile of those providing the services. (see Exhibit 4
for suggested types of data.)

b. Peer Review Committee, in cooperation with Comprehensive Health
Planning, contract for and supervise the collection and
organization of profile reports from a representative
sample of patients and providers in the state.

Cc. Peer Review Committee analyze the profile information and develop
a peer review system for home health services.

INTEGRATE THE PEER REVIEW SYSTEM FOR HOME HEALTH SERVICES INTO THE
LOCAL MEDICAL REVIEW SYSTEM SUCH AS THE PROPOSED PROFESSIONAL
STANDARDS REVIEW ORGANIZATION (PSRO) AND THE PEER REVIEW
ORGANIZATION (PRO).

DEVELOP A UNIFORM MEDICAL RECORD SYSTEM FOR ALL HOME HEALTH
SERVICES COMPATIBLE WITH THE SYSTEM USED BY INSTITUTIONAL PROVIDERS.

Methods
a. Peer Review Committee contract with a medical records librarian

to develop a uniform medical records system to be used in
all home health agencies.
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b. Using the resultc of the study, the Peer Review Committee out-
line and publish the standard record system, distribute it to
all home health agencies, and encourage its adoption.

(Objective #3)

8. DEVELOP A STATEWIDE PLAN TO IMPROVE AND ORGANIZE THE DELIVERY
OF HOME HEALTH SERVICES AS,6 AN INTEGRAL PART OF THE HEALTH CARE
DELIVERY SYSTEM.

Methods

a. State Home Health Services Committee assemble and analyze
the results of the inventory and develop a statewide plan
for home health services.

b. State Home Health Services Committee publish the state plan
for home health care and, in cooperation with Oregon Medical
Association and Oregon Association of Hospitals, distribute
the plan to professional health personnel.

Cc. State Home Health Services Committee publish the results
of the inventory in the form of a classification directory
of Home Health Services in Oregon. The directory will be
periodically updated.

9. DEVELOP MECHANISMS FOR COORDINATING AND CONSOLIDATING ALL HOME HEALTH
SERVICES IN OREGON TO MINIMIZE DUPLICATION, GAPS IN CARE, DIVIDED
LOYALTIES, LACK OF COOPERATION, AND IGNORANCE OF AVAILABLE SERVICES.

Methods

a. Comprehensive Health Planning, in cooperation with the State
Home Health Services and the Peer Review Committees, initiate
planning efforts to establish regional core agencies to provide
centralized administrative services for home health care
to: 1) provide home health care to areas not now receiving
service and 2) assist existing agencies to expand their
delivery mechanism. This would make it possible for small
agencies to take advantage of available financial resources by
having a cooperative arrangement with the core agency who would
provide the administrative and clerical functions such as
claims processing and supervisory requirements defined iIn
the standards and regulations.

b. Areawide comprehensive health planning committees review and
approve all grants or proposals for expansion of home health
services or the establishment of new home health agencies
to achieve a coordinated system of care.
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c. C..prehensive Health Planning conduct a study to determine
how home health services can be utilized in other program areas
such as mental health and vocational rehabilitation.

d. Comprehensive Health Planning, in cooperation with Division of
Vocational Rehabilitation, Workman's Compensation Board, and
home health agencies, develop a demonstration project to determine
the medical cost savings derived from using home health services
in homes, halfway houses, and other residential facilities as an
alternative to institutional care.

10. DEVELOP A COORDINATED REFERRAL SYSTEM COVERING THE STATE SO
TEAT ALL PERSONS IN NEED OF HOME HEALTH SERVICES WILL BE REFERRED
FOR CARE.

Methods

a. Area home health committees, in cooperation with local public,
private, and voluntary organizations, implement a multi-agency,
multi-disciplinary system to identify and refer persons who need
and would benefit from home health care.

b. Area home health committees establish an information center
with a well-publicized telephone number where professionals
and the public can receive information on home health services.

{Objective #4)

11. EXPAND EXISTING AND ESTABLISH NEW FEDERAL FINANCING PXuur~AMS FOR
HOME HEALTH SERVICES IN OREGON.

Methods

a. Medicare fiscal agents in Oregon encourage greater use of home
health services through their claims and utilization review programs.

b. Public Welfare Division implement Medicaid for the medically
indigent in Oregon to take advantage of the costs saving
generated by using appropriate hom: health services in the
medical care system.

c. Public Welfare Division expand thelir contract with the
Physician Association of Clackamas County to include
the new "Comprehensive Health Care Coverage" policy for all
welfare recipients in Clackamas County effective July 1, 1971.

d. Public Welfare Division implement the Incentive increase of
25% matching federal monies for home health services (HR 17550)
as soon as funds are available.
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12.

13.

14.

EXPAND STATE PROGRAMS THAT SUBSIDIZE OR DELIVER HOME HEALTH
SERVICES.

Methods

a. Establish a line item for home health services in budgets of
all agencies that subsidize or deliver home health services
such as Oregon State Board of Health, Mental Health Division,
Public welfare Division, Division of Vocational Rehabilit:ation,
Motor Vehicle Accident Fund, and Office of Economic Opportunity.

b. State Accident Insurance Fund and Workman's Compensation
Board include home health services in their payment schedule.

¢. Division of Vocational Rehabilitation utilize 301 federal
matching funds obtained from compensation claims *o develop a
payment mechanism for utilization of home health services for
clients that are homebound and in need of medicai assistance.

d. Oregon State Board of Health actively seek funding for the
delivery of home health services in remotc areas of the state.

«

DEVELOP OTHER SOURCES OF FUNDING FOR HOME HUALTH SERVICES.
Methods

a. Oregon Association of Home Health Agencies encourage health
Iinsurance companies to develop comprehensive health insurance
plans covering home health services and encourage consumer
subscription to these plans,

b. Ccmprehensive Health Planning, through the A-95 proccss,
review, and approve all grants for home health services from
all agencies (including Model Cities, Office of Economic
Opportunity) prior to funding of the program.

c. All comprehensive health insurance programs such as proposed
Health Maintenance Organizations bpe required to include home
health services prior to approval.

DEVELOP PRIVATE COMMUNITY FUNDING MECHANISMS FOR ALL ASPECIS OF
HOME HEALTH SERVICES.

Methods

a. Comprehensive Health Planning explore alternate means to
reduce the cost of home health services (such as the use
of paramedical personnel, etc.).

b. Local home health committees encourage United Fund to
finance meals-on-whcels, transportation, homemaker services,
and other special needs of homebound patients.
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(Objective #3)

15,

'DEVELOP PUBLIC ‘EPUCATION AND INFORMATION PROGRAMS TO MAKE THE PUBLIC?

LLCIQLATORS, AND HEALTH CARE  PROVIDERS" AWARE OF THE POTENTIAL OF
. HOME HEALTH SERVICES AS AN IVTEGRAL PART QF THE HbALTH CARE DELIVERY
SYSTEM.
Methods
a. State Home Health Services Committee'develop an infopﬁational
program for the public on home health care including a cost
benefit analysis .of home heaith services as compared to other
Alnds of care. :
b. Areawide-c0mprehénsiue'héalth planning committees Implement
" community programs to inform 1nd1v1duals and -their families
_of the p0551ble benefits of_home healih serv1ces :
A
- 16, EXPAND PROFESSIONAL EDUCATIONAL PROGRAMS FOR ALL HEALTH PERSONNEL
: LMPHASIZING THE BENLFITS QF HOME HEALTH CARE.
) Methods
N a. Oregon Regional Medlcal Program.and Oregon Medical Association, )
: ~ in cooperation with the Oregon Association of Home Health Agenices,
develop seminars-and circuit courses on home health care for all
physicians, nurses, and other allied medlcal personnel. 1n Oregon.’
) b. University of Oregon,Medical‘Schqol include in the curriculum
’ topics on medical self care and home heaith services and their
relationship to the entire scope of médical care.
OPERATIONAL PROBLEMS ' e o

<In addition to the genera] problems inherent in any program of change such
as resistance to change, lack of funds, manpower and community services, .

- certain basic operational prob]ems wh1ch alter the effect1veness of home:
health serv1ces include:

1.

2.

Lack of coordination between home health agenc1es and the overall
health care de11very system.

Lack of public and professicnal understand1ng of what home hea]th
serv1ces entail.

 EVALUATION CRITERIA
1.

Estab]ishment of home health services in every district by 1973.-

Prov1s1on of home health services. to a]] potential pat1ents req~rd1ess R
, Oof: their ab1]1ty to pay by 1974. '

«
.
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1

'Establwshment of an 1nf0rmat1ona1 prooram on home health services

by 1972.

Estab]ishment-0f-gUide1ines and standards for home health services
flexible enough to apply to regiona1 home hea1thvprograms by 1972.

Development and pub11cat1on of a c]ass1f1cat1on d?rectory of home

_hea]th services by June 1972.

[

Establ1shment of un1form med1ca] records for home health agenc1es by -

1973. _ _ ‘
Establishment of provider, patient,‘énd'physician‘phoff1es.by 1972.

Full integrétion of the home health services peer review mechanism -
into the community peér review system by 1975.

Inclusion of home health services representatives on the Advisory

Boards of state agencies such as the Division of Vocational Rehabiii--

tation, Public Welfare Division, State Accident Insurance Fund, and .

. Workman's Compensation Board as- open1ngs occur or as Boards are

reorgan1zed or developed. S .

" PRIORITY

‘To be.determined.

ot ————
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EXHIBIT 3

SUGGESTED CLASSIFICATION GUIDELINE FOR HOME HEALTH AGENCIES

1. Special Service Agency

a. Recommended standards

1)

2)

that each special service agency should maintain an adequate
staff to serve the local special area i.e., counseling
services to be done by qualified workers.

this would include all home health service programs
chat are not a certified home care agency.

2. Standard Service Center

a. Recommended standards - each standard service center should
Timit their certified services according to the availability
of other areawide programs.

Staff registered nurses available to make home visits.

Staff of either a speech, occupational, or physical theranist
available to make home care visits.

When availabie this center should use the comprehensive
service center for claims processing, utilization review,
various records forms, and administrative functions.

3. Comprehensive Service Center

a. Recommended standards

1)

Full time staff consisting of registered nurse, physical
therapist, occupational therapist, speech pathologist, medical
social worker, home health aide.

Have uvailable by working arrangements the services of a
laboratory and pharmacy; nutritional, vocational guidance;
medical equipment .rental; outpatient therapy services;
community referral center; and where possible, other related
medical services.

Maintain a centralized claims processing, medical and

financial record keeping system capable of medical audit,
financial audit and area or local utilization review screening.
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Maintain adequate backup personnel to provide standby

-

services for standard and special service conters,
Have a peer review mechanism operational.

There should be no more than one comprehensive center
in any one area under 150,000 population.
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“.f.PATIENT CHARACTERISTICS :

EXHIBIT 4 7
SUGGESTED GUIDELINES FOR [NFORMATION FOR PEER REVIEN |

Y e T

.

: 1}

D1agnost1c categor1es of patients transferreu to the home

care program.

2. Age grouping of patients. - g

COSTS: | |

1. Estimated number of hospital days ‘saved per case:

2. Cost per pattent day while on'hemevcare program. .

3. Cost per patient day whi]e in hospita]

4. Est1mated reduct1on in cost per casé’ for using- home eare
serv1ces

5. Estimated reduction oh increase 1in payments‘made;by;third
party carrier for patient utitizing home care services.

6. ‘Methods of payment, i.e., private hea]th insurance, Medicare,

' _Med1ca1d, self, other, .

" Home-ca 2 charges. - - a -
Est1mated effect on overall cost of hea]th ‘care - such as what
is the 1nfluence on prem1ums th}rd party carriers must charge.
. UTILIZATION: | |
Number of . days hosp1ta11zed pr1or to d1scharge into the home -
care program.

2. _Est1mated number of hosp1ta] adm1ss1oﬁ§"ﬁade possible by .patients
transferred into home care programs (D1v1de estimated number -
of hospital days saved by average 1ength o. stay in M/S section.)

3. “Number of pat1ents served e

4, Length of stay wh11e on home care.
Number of phys1c1ans part1c1pat1ng and percent of tota] med1ca1

- staff.
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6. Length of time each physician participates. -If he discontinues
participation, then why.

D.  ATTITUDES:

1. Attitudes and recommendations of physicians as to functioning
of the program.

2. Attitudes of patients.

3. Coordinating procedures and working relationships with any
other organizaticn providing health services in the home.

E.  OTHER:
1. Should point out the needs for proper staffing patterns,

2. Evaluate possibilities for other administrative arrangements
for home care operation.
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ORGANIZATION AND FINANCING FOR LOCAL PUBLIC HEALTH SERVICES

GOAL PROVIDE COMPREHENSIVE COMMUNITY PUBLIC HEALTH SERVICES TO ALL OREGON
RESIDENTS.

CONDITION

Local public health services in Oregor are provided primarily under

the auspices of county government. Exceptions are those counties under
10,000 population which receive environmental sanitation and preventive
medical services from the Oregon State Board of Health (unless

served by other units of government under special agreement). In a

few instances where State specialists are able to provide services

more efficiently, the staff of the Oregon State Board of Health

works together with county agencies to furnish community health services
(e.g., staffing community Tuberculosis Control Chest C11n1cs) In
general, the role of the Oregon State Board of Health is to provide
techn1ca1 and supportive assistance and to assure state- w1de protection
of the public's health.

County health departments carry out traditional public health services
as provided for by Oregon law and governmental regulation. State
agencies promulgating rules and regulations affecting county health
departments include the Oregon State Board of Health, the Department of
Environmental Quality, the Department of Agriculture, and the Mental
Health Division.  Home Rule Counties can adopt ordinances for some
programs; all counties have been legislatively authorized to adopt
health service rules.

Organization

The organizational structure set up for city, county, and state boards
of he.1th more than 50 years ago was based on a sparsely populated
agrarian society with very lTimited means of travel and communication.
Population growth, urbanization, improved transportation and communications
. systems, and shortages of trained health manpower now require more rapid
and complete collection and dissemination of information and more
centralized and responsive local organization, while still maintaining
accessibility of services at the local level. Minimum Standards for
provision of local health services are not being met, and there is much
wasted effort in (a) inefficient use of available manpower and statistics;
(b) independent action by multiple official and non-official health
agencies without consideration of their effects on each other; and
(c) lack of clear organizational responsibilities and objectives.

The number of counties with full-time health administrators has declined
from 26 in 1950 to 18 in 1970, of which only 8 nave special training

in public health and nearly one-half are over age 65. In the other 18
counties, there are no staff members designated and trained to provide




full-time direction to public health; three ?f these counties have no
full-time public health workers of any kind.! Under Oregn law, the role of
the city health department officer is vague. There are no full-time

city health personnel (with the singular possible exception of the city/
county consolidation of public health services in Portland/Multnomah County),
and cities conduct few, if any, public health activities. The Tack :
of clarity between the roles of the city and county health departments

has resulted in misunderstandings and inadequate enforcement of public
“health laws and regulations.

Oregon Revised Statute 431.414 provides that two or more contiguous
counties may combine resources in the interest of providing more
comprehensive health services.. Ir the absence of a State fiscal
incentive, however, only one health district (made up of Wasco and
Sherman Counties) exists today. The Tri-County District Health
Department, serving Crook, Deschutes, and Jefferson Counties, was
dissolved as a District Health Department in 1970 (primarily due to
a fiscal crisis and the desire for local autonomy). In the past,
health districts have also existed for Yamhill-Washington, Lincoln-
Tillamook, Baker-Union, Benton-Polk, and Coos-Curry Counties.

Most Tocal health departments are organized under ORS 431.405, with
the county governing body serving as the Tocal board of health,
ex-officio. Each county board of health appoints a health officer; a
physician licensed by the State Board of Medical Examiners. (In

half of the counties, the health officer's primary occupation is
private physician. Wheeler County has no resident phySician at

this time; consequently, it has not been possible to appoint a county
health officer.)

Under ORS 431.412, through a vote of the people there can be established
a representative board of health comprised ¢f one memher of the governing
body of the county, the mayor of the largest ~ity, a representative of
the schools, a private physician, a dentist, and two others. Fiscal
responsibility remains with the county budget committee. This type of
board of health exists in Benton, Clackamas, Jackson, Josephine, and
Yamhi11l Counties.

Under Oregon law, local health agercies can limit their services to
control of communicable diseases and (if over 10,000 population) to
enforcement of some sanitation Taws. This can mean that any Tocal health
department is "at risk" for reduction of staff to a part-time health
officer and a part-time sanitarian. In recent years, provision of only
Timited county public health services (in the presence of increasing
community health problems) has resulted in the development of other
public agencies offering over-lapping and more costly services. In

other words, local public health as presently structured has often-

times proven to be too weak to respond to community health problems.

See £xhibit T, which shows the public health staff support in Oregon
counties. -
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The fragmentation of health services has not only confused the public,
but has resulted in poorly integrated community health efforts, where
typically; (1) the less costly preventive aspects of health care are
not performed; (2) problems are attacked on an individual rather than
a community approach; and (3) the health aspects of environmental
problems are overlooked.

The structure for delivery of community health services should be

(1) community based; (2) flexible enough to me=t the diverse needs

of the various localities in Oregon; (3) large enough so that
specialized services can be equitably offered to all of Oregon's
citizens; and (4) responsive to the special health problems of high
risk groups. The establishment of Public Healtnh Regions would serve to
bring together contiguous counties to form manageable service populations
and allow better allocation and control of available resources. In

the formation of Public Health Regions, planning groups should be
sensitive to county boundaries, local trade areas, hospital catchment
areas, patient referral patterns, and the State's administrative
districts. Single county health depariments are most suitable where at
least 100,000 persons are served and even in such circumstances, over-
Tapping communities of interest may make consolidation with mutually
interacting counties highly desirable. In all health departments

there should be available a qualified team of public health administra-
tive personnel, physicians, nurses, sanitarians, health educators,

‘and mental health specialists.

Financing

Any restructuring of community health services must be accompanied by
a stabilizing base of new fiscal support and reasonable assurance that
services will be available on an equitable basis in all communities

in Oregon.

The financial rasources of different areas of the state vary widely,
as does the percepti?n of health problem priorities and the use of
available resources.! Environmental pollution and the spread of
communicable disease exemplify the effect that the activities of one
area or group of people may have on the health of every other.

Problems of environmental pollution cannot be solved without population
control, public education, Tocal inspection and enforcement of personal
hygiene, and sanitation; soaring venereal disease rates cannot be
lowered without available personnel to locate, diagnose, and treat
cases and contacts; rampant dental caries can be more efficiently
controlled by community water fluoridation procedures than by dental
care clinics, etc. Oregon should have a commitment to ensure the

1. See Exhibit 2, which shows the total Health Department budgets and per
capita ratio by district and county for 1969-70; reflecting a range of
$1.39 *o0 $8.34 per person in Oregon counties.
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availability of a "basic Tevel" of health services to all of the people
in the state. Much of this basic Tevel is already expressed in State
laws and public health regulations, but enforcement and provision of
services depends on stable and adequate financing. Almost complete
dependence on financing through Tocal appropriations from the county
general fund has resulted in gross inequities and general failure to
provide the minimum stable financial resources necessary to meet the
stated goal.

Current]y, the Oregon State Board of Health administers federal health
monies which assist communities in the provision of public health .
services. These include Maternal and Child Health, Family Planning,
Migrant Health, Indian Health, and Comprehensive Hea1th,Serv1ce 314(d)
funds. Only Comprehensive Health Service funds are unrestricted for
support of basic public health services. Unfortunately, costs of
services have increased at a much greater rate than have federal funds,
and in fiscal year 1969, these monies supported only 6.2% of the cost
of local public health services. Social Security "Medicare" funds
supported an additional 8.1% of county public health services (for

the Home Health Agency programs). The Local Health Services Division
of the Oregon State Board of Health reports that, based on a University
of Michigan survey, Oregon ranks comparatively Tow among the 50 states
in providing state financial support for local public health services;
in fact, Oregon is one of only five states which did not provide
General Fund assistance for such programs. State funds for partial
support of county autopsy costs (administered by the State Board of
Health) and 50% matching support of community mental health clinics
(administered by the Mental Health Division) are the only examples of
state assistance to community public health. In fiscal year 1969,
these sources of state funds added up to 8.2% of local health costs.
Various fees and miscellaneous sources accounted for another 8.7%.
Balance of 68.8% came from Tocal government (primarily property tax)
funds.

A review of data available through the Oregon State Board of Health
reveals significant inequities among services for Oregon's citizens,
such as:

1. Thivrteen counties do not provide immunization services to all
age groups.

2. Home Health Agency services are not available in thirteen counties.
3. Family Planning services are not given in twenty counties.

4, In twenty-four counties, Well-Child Clinic services are not provided.
5. Prenatal serv{ees are provided in only two counties.

6. Venereal Disease Program serv1ces are not readily available in
nineteen counties.
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In April, 1970, the Governor's Comprehensive Health Planning Committee
jssued a report based on a statewide survey of local public health
services. About 80% of its respondents indicated that the public health
programs in their local area were neither adequately staffed nor funded
to provide the services to the people in need in the community. One of
the reasons cited for staifing problems at the Tocal level was the
discrepancy between the salary scales recommended under the merit
system administered by the State Board of Health and tha Tower salaries
paid by the individual counties. There is general agreement that

state funds should be allocated to the counties to support local public
health programs.

-CURRENT PROGRAMS AND ACTIVITIES

By statute and regulation, the Orzgon State Board of Health, the Conference
of Local Health Officers (CLHO), and Tlocal government share responsibilities
for community health. The Oregon State Board of Health has direct
supervision of all matters relating to the preservation of the 1ife and
health of Oregon's population. The local health officer (ORS 431.418)

acts as official agent for enforcing state laws and rules and regulations

of the Oregon State Board of Health. In the event c¢f his failure to

do so, the Oregon State Board of Health can take steps to remove him

(ORS 431.420) or he can be removed by the locai board of health.

ORS 431.330 - 350 directs that the Conference of Local Health Officers
“shall adopt minimum standards governing organization, operation, and
extent of activities which are required to carry out their responsibilities
in implementing the public health laws of the state and the rules and
regulations of the State Board of Health." By regulation, the Oregon
State Board of Health Director of Local Health Services serves as
Executive. Secretary of the Conference of Local Health Officers.
PreTiminary steps have been taken to adopt program standards for Tlocal
health departments which will require written program plans to be
developed by all county health departments (and filed with the Oregon
State Board of Health) by March, 1972.

By tradition, the local health officer not only is responsible for
carrying out the public health laws of the state but for: (1) assessing
the unmet health ?eeds of the community; and (2) seeking resources to
meet these needs. '

AUTHORITIES

Authorities in this section have been incorporatad into Current Programs
and Activities and Condition statement above.

1. The organizational chart attached as Exhibit 3 reflects the typical
structure of the local health departments.
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1.

OBJECTIVES

By 1972, restructure the present local public health organizations into
pubTic hea1th regions with viable regional health departments
responsive to Tocal health problems.

Establish an adequate fiscal support base for these regional health
departments to provide public health services on an eguitable basis
for all Oregon communities, regardless of size or population density.

RECOMMENDATIONS AND METHODS

1.

PROVIDE THE ORGANIZATIONAL STRUCTURE AND FUNDING MECHANISM FOR THE
MOST EFFECTIVE AND EFFICIENT DELIVERY OF ALL HEALTH SERVICES FOR WHICH
PUBLIC AGENCIES HAVE RESPONSIBILITY, AND WHICH ARE CONSISTENT WITH THE
ROLE OF THE PUBLIC SECTOR IN THE MEDICAL CARfE DELIVERY SYSTEM.

Methods

a. Comprehensive Health Planning develop and submit a legislative
proposal which provides for and encourages replacement of existing
city and county public health departments, with regional health
departments responsible for delivering "basic level” health
services within predetermined geographic boundaries. Proposal
to include provision for:

1) Establishment. of a public health region by any county,
or combination of counties whose boundaries are contiguous,
subject to approval by the State Board of Health after
public hearing.

2) Establishment of regional health departments administered

' by representative regional boards of health to provide
the entire range of basic health services provided by
public agencies, including communicable disease
control, vital statistics, publlc 'Health education, public
health nursing, mental health, and environmental sanitation.
Duties, responsibility, and authority of regional boards of
health to correspond with and be subject to that of the
State Board of Health. Regional boards to have authority *o
enforce all public health laws and regulations within the region.

The incorporation of mental health services into the regional public health
service delivery system is noo to be construed as a recommendation for change
in existing mental health service programs, funding, or authority. Regional
level consolidation of all health-related functions for local administration
and possible sharing of facilities is viewed as complementary to the Mental
Health Division's proposed district-based program for a community mental
health delivery system and 1s not intended to disturb existing structure for
programs and funding of the Mental Health Division.
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3) Appointment of qualified medical or non-medical regional
health directors by the regional board, under criteria
established by the State Board of Health, to supervise the
activities of the regional health department in accordance
with program and policy decisions of the regional boards
of health.

4) Dissolution of existing city and county boards of
health within established public health regions at the
time regional boards of health are constituted with con-
curren: transfer of health functions and authority.

The State Board of Healih and Mental Health Division develop
estimates of program costs (not only for existing programs but
also for new or expanded services proposed by separate regional
programs, less savings that may result from more comprehensive

or centralized services) and seek legislative approval and
appropriations to provide the foilowing amount of State financial
aid to recognized public health regions for conduct of regional
health programs designed to provide the "basic level" of public
heaith services on a state/region matching basis:

50% of annual financial requirements for 1973-,5 biennium;
66% of annual financial requirements for 1975-77 biennium; and
75% of annual financial requirements for 1977-79 biennium.

1) To be eligible for receipt of such funds, each regional
board of health shall provide a "basic level" of health
services, as determined by the State Board of Health. '

2) The State Board of Health shall include in its biennial
budget request the anicuint of financial assistance necessary
to support the regional boards in performance of their
functions.

3) The local matching funds necessary to support and maintain
"basic level" health services for the region will be provided
by the counties on a pro rata basis (using population and
assessed property valuation) éo be determined by the region.

Note: This proposal will not preclude individual public health
regions from obtaining additional funds for selected
projects in excess of the amounts provided to public -
heéalth regions for "basic level” health services.

By 1973, the State Board of Health deva2lop a proposal and seek

legislative approval and appropriations for 100% state-subsidized

programs providing thosSe essential public health servic :s having
inter-regional consequences (e.g. preventive programs for
communicable disease control, etc.).
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2. THE STATE BOARD OF HEALTH ESTABLISH STANDARDS AND DEFINITIVE EVALUATION
CRITERIA FOR A "BASIC LEVEL" OF PUBLIC HEALTH SERVICES ESSENTIAL TO
GOOD HFALTH, AS WELL AS DEVELOP MECHANISMS TO COORDINATE AND
EVALUATE REGIONAL BOARD OF HEALTH PROGRAMS.

3. THE STATE BOARD OF HEALTH, TOGETHER WITH THE OREGON MEDICAL ASSOCIATION,
DEVELOP A STATEWIDE PUBLIC EDUCATION AND INFORMATION PROGRAM
DESIGNED TO ATTAIN PUBLIC AND LEGISLATIVE SUPPORT AT BOTH THE LOCAL
AND STATE LEVELS FOR THE PROPOSED REGIONAL PUBLIC HEALTH SERVICE
DELIVERY SYSTEM.

OPERATIOMAL PROBLEMS

Structure for community public health services has been weak and frag-
mented; there have been few good models for winning public support.

As one of the very few states which does not provide financial support
(except for mental health) for community health services, there has
been no stable base on which to build viable health services.

Change in structure, without providing the financial base, will

result in Tittle change in services. Furthermore, the "basic Tevel"
of health services must be delineated by the Oregon State Board of
Health prior to any attempt to develop estimates of program costs.

The biggest problem will be overcoming concerns about Tocal autonomy
and the sharing of .resources for resolving problems of the larger
community of concern. There is Tittle chance that additional property
tax funds will be forthcoming to support changes in the community
health structure. Community health Teadership to spearhead change is
lacking in most areas.

EVALUATION CRITERIA

The State Board of Health will be responsible for evaluating the

regional health department programs against the statewide "basic Tevel"
of health service standards as determined by the State Board of Health.
Interim evaluation will be based on successful establishment of public
health regions and regional health departments for every community of

the state, staffed by teams of full-time community health professionals
(including public health administrators, physicians, nurses, sanitarians,
health educators, and mental health specialists).

PRIORITY
To be determined.

Note: Establishment of regional health service.brganizations and the
provision of adequate financial support are interdependent.
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FXHIBLT 2

Total Health Department Budgets and Per Capita Ratio by District and County:
State of Oregon, 1969-70,

Health Dept. Budget

Estimated Amoint© Per Capita
Population (Dollars) Ratio
State of Oregon 2,075,640 $11,736,776 £5.65
District 1 46,660 183,997 3.94
Clatsop 28,800 124,421 4.32
Tillamook 17,860 59,576 3.34
District 2 897,740 5,601,769 6.24
Clackamas 164,800 354,378 2.15
Columbia 30,140 125,523 4.1€
Multnomah 559,500 4,668,977 8.34
Washington 143,300 452,891 3.16
District 3 229,440 1,366,288 5.95
Marion 155,600 935,627 6.01
Polk 32,820 128,007 3.90
Yamhill 41,020 302,654 7.38
District 4 145,010 576,810 3.98
Benton 51,000 282,633 5.54
Lincoin 25,130 142,184 5.66
Linn 68,880 151,993 2.21
District 5
L ane 209,400 1,190,985 5.69
District 6 :
Douglas 74,150 514,184 6.93
District 7 70,380 389,07 5.63
Coos 57,200 292,153 5.11
Curry 13,180 96,918 7.35
District 8 129,690 683,408 5.27
Jackson 93,700 419,622 4.48
Josephine 35,990 263,786 7.33
District 9 38,070 202,194 A 5.31
Hood River 14,130 89,416 6.33
Sherman 2,370 ) )
Wasco 21,570 112,778) 4.71)
District 10 47,985 " 278,997 5.81
Crook 9,725 ) )
Deschutes 29,220 278,997} 5.81)
Jefferson 9,040 } )
District 11 56,560 244,372 4.32
Klamath 49,7¢7 221,944 4.46
Lake 6,800 22,428 3.30
District 12 61,940 225,332 3.64
Gilliam 2,695 4,321 1.60
Grant 7,395 10,495 1.42
Morrow \ 4,600 9,325 2.03
Umatilla 45,370 198,585 4.38
Wheeler 1,880 2,606 1.39
District 13 42,440 128,750 3.03
Baker 16,410 ' 50,839 3.10
Union 19,590 65,651 3.35
Wallowa . 6,440 12,260 1.90
District 14 32,175 150,618 4.68
Harney 7,275 52,172 7.17
Malheur 24,800 98,446 3.85

1Eslimates as of 7-1-69 (Center for Pobulation Research)
Figures may not add due to rounding
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PRICES AND PAYMENTS FOR DRUGS AND MEDICINES

GOAL ASSURE AVAILABILITY OF NEEDED DRUGS ANC MEDICINES TO ALL OREGONIANS
REGARDLESS OF SOURCE OF PAYMENT.

CONDITION

State statutes allow pharmaceuticals to be dispensed only by licensed
physicians or pharmacists. Certain injectibles and other specific

drugs may only be dispensed and/or administered in physicians' offices
or clinics and administered by staff to inpatients of medical facilities
such as hospitals, nursing homes, state institutions, and at various
pubTic health clinics.

ATthough most pharmaceuticals are dispensed by chain and discount or
privately-owned pharmacies, they may alsc be dispensed directly by
specific medical programs such as the Veterans' Administration,
proprietary health plans, union, and other association pharmacies.

Utilization of medicinal preparations var‘es by the prescribing

habits of physicians and the orientation and utilization characteristics
of patients. There is a trend for increased drug and medicinal usage
due to new and improved therapeutic agents for specific diseases,

Tonger 1ife span (there is increased usage with age), increased
advertising causing patients to request that their doctors prescribe
medicines, and the possible easy availability of medicines at no cost

to -the patient through non-payment programs.

Factors affecting costs include wholesale drug costs which often vary
widely among types of customers, the differential cost for specific brand
names as oryosed to generic equivalents, and wide cost differentials
between over-the-counter items and similar prescription drugs. Many medicinal
preparations are controlled by patents and the costs of these drugs

often reflect heavy research, advertising, and marketing expenditures.
Non-patented items produced by several companies under their own brand
names tend to be Tess costly, but still reflect heavy advertising
expenditures. Medicinal preparations marketed under the generic name
tend to be less costly: however, there is diverse opinion as to their
efficacy. The quality of generic medicinals must be 2stablished

before being released to the public in commerce.

The majority of drug costs are paid by individual patients, either
through direct purchasing, deductibles, -co-insurance or premium costs
on insurance policies, or as taxes paid to government. Other drug
costs may be reimbursed through tax-supported medical programs such
as Title V (Maternal and Infant Health, Crippled Children's Division,
Head Start, etc.); Title XIX (Medicaid); CHAMPUS (Armed Forces and
Dependents); and Veterans' Administration. Other drugs are provided
by tax-supported (but free to the recipient) State Board of Health
programs such as tuberculosis, immunization, and venereal disease.




Many insurance plans and programs eithe. vail to cover drug needs
or do so inadequately.

CURRENT PROGRAMS AND ACTIVITIES

State Board of Pharmacy enforces provisions of the state pharmacy laws.

The_State Department of General Services arranges for the provision of
drugs and medicines for state institutions and medical and dental schools.
(This is usually done through price agreements to obtain a desired Tow
cost.) .

AUTHORITIES

Oregon statutes fund the Public Welfare Division's Medicaid and
General Assistance programs; State Board of Health; Mental Health
Division; Vocational Rehabilitation Division; and Motor Vehicle
Accident Fund.

Federal statutes fund Medicare, Medicaid, Maternal and Infant Health,
Crippled Children's Division, Office of Economic Opportunity, Public
Health Service, Indian Service, Veterans' Administration, and Armed
Forces Medical Program. '

Voluntary agencies are funded by public donations.

OBJECTIVES

1. Assure that guality pharmaceuticals are available to all who need
them.

2. Assure equiiable pricing of pharmaceuticals.

3. Assure that quality pharmaceuticals are purchased at the Towest
possible cost. ‘

4. By 1973, all medicines must be properly labeled, showing the commercial

name of the drug, except where specifically ordered deleted by the
prescribing physician.

RECOMMENDATIONS AND METHODS

Recommendations and Methods are being developed by Comprehensive Health
Planning, in cooperation with Oregon State Pharmaceutical Association,
Board of Pharmacy, and others.
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OPERATIONAL PROBLEMS

There are no significant operational problems identified relative to this
section other than the usual constraints revolving around shortages

of manpower, money, and materiel, as well as policy and procedural changes
inherent in any realignment of programs. and respons1b111t1es

EVALUATIGN CRITERIA-

~ To be determined.

- PRIORITY

To be determined.
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PREPAID HEALTH CARE

GOAL « PROVIDE FINANCING OF ADEQUATE COMPREHENSIVE HEALTH CARE FOR ALL
‘OREGONIANS THROUGH PREPAID MEDICAL CARE PLANS.

CONDITION

Adequate financing of health care encompasses manpower, facilities,
and supplies; it should provide. prevent1ve treatment, rehabilitative, -
lTong-term care, and home health care services to meet the needs of a]]
Oregonians. -

The financing mechanisms include both private funds (personal payments

for doctor bills, hospitalization, drugs, donations to help health-related
charitable organizations, individual and group health insurance plans),
and those monies paid as taxes which fund public health, welfare, and
other government administered health and health-related programs.

These services are rendered not only to the general population, but

are also aimed at target groups (aged, welfare recipients, veterans,
military personnel, the American Indian population, etc. ) utilizing

public health and community mental healti’ resources, T1t1e XVIII
(Medicare), and Title XIX (Medicaid). :

There are a number of areas that warrant study Some are refiected
by the f0110w1ng statements. B

1. Welfare programs provide the poor with medical care services and
’ facilities as need is determined, but provide dental care, drugs,
and supplies only on an emergency basis. 4

2. There are these poor. who receive few services because of lack
of knowledge of available programs or reticence to seek public
aid. Since the typical welfare programs are not "outreach"
oriented, some poor people do not get the medical service they
need. .

3. Some low-income persons cannot afford or w111 not purchase adequate
prepaid medical care plans.

4. There are many 1ow-inc0me people who, while able to maintain
financial independence while healthy, can quickly become
impoverished and unable to pay for necessary medical care when
i11. At the present time, the Welfare Department will not
provide medical assistance separate from maintenance and genera]
social work. ,

5. A_large proporticn of Oregon eitizens,<a1though'protected by
' conventional individual or group health protection plans, may
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almost as quickly become impoverished when a severe and/or Tong-
term illness strikes them and costs outstrip the provisions of
their policies.

6. Some prepaid healtn care plans do not provide benefits in the
areas of preventive health, ambulatory medical care, rehabilitation,
home health care, Tong-term care, and illnesses that can be cared
for in public institutions. When benefits for rehabilitation are
available, they do not provide incentives for early rehabilitation
(at the time a person can be most easily motivated).

7. Exclusions and/or difficult-to-understand provisions of some
health care plans may cause financial hardships. Contrarily,
many persons are double covered for some benefits and uncovered
for others; this unnecessarily increases protection costs without
providing more coverage.

8. The requirement for hospitalization to collect benefits under
some prepaid health caere plans encourages the unnecessary use of
more expensive healt!i care facilities and an overall increase in
health care costs.

9. Some rural areas are without adequate health services because of
population denzities insufficient to support complete services;
in addition, sowe community sizes and geographic locations are
not conducive to attracting medical, dental and allied manpower.

CURRENT PROGRAMS AND ACTIVITIES

Health care insurance is provided by private insurance companies
1icensed to market health insurance in the State of Oregon. Benefits
paid in Oregon Trom this source in 1969 amounted to $77 million dollars.
Other prepaid health-care plan benefits paid by the following plans

in 1969 amounted to $64 million dollars:

1. Blue Cross provides individual and group health-care contracts
and operates in cooperation with the health-care facilities in
the State of Oregon.

2. Blue Shield Plans are sponsored by physicians in the territory
in which they operate.

3. Kaiser Foundation, Hospital and Health Group Prepayment Plan,
operates under the Kaiser Foundation and offers health care
through its Permanente clinics and hospitals. '

Workmen's Compensation health-care coverage for work-related injuries
and injuries and diseases is provided under plans offered by the state
and private insurance companies.
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Oregon Dental Service provides individual and group dental care contracts
and operates in conjuction with health care facilities in the State of
Oregon, employer groups, and Federal funded programs; it is sponsored by
the American Dental Association and the Oregon Dental Association.

State Institutional and Non- Institutional Health Care: State Mental
Health Division, Corrections Division, Vocational Rehab111tat1on Division,
Motor Vehicle Accident Fund, Medical School, etc.

Local public heaith offices provide a_variety of public and individual
health services involving communicable diseases, occupational or radio-
logical health hazards, maternal and infant health problems, family
planning, home health, and migrant health services. Multnomah County
also provides hospital services. - .

County mental health programs generally provide personal and family
counse111ng services.

Private agency hea1th associations may provide special health educat1on,
community orientation, and therapy in their individual areas of -health
concern (e.g. Easter Seal, March of Dimes, Kidney Association of Oregon,
Oregon Tuberculosis .and Resp1ratory Disease Association, American Cancer
Society, Oregon Heart Association, Multiple Sclerosis Association.)

Federal government health programs provide care services for the health
needs of special groups of persons through Office of Economic Opportunity
(0OEO), Veterans' Administration, Indian Health Service, etc.

Medicare, under the jurisdiction of the federal Social Security Adminis-
tration, provides for health care for individuals age 65 and over.
Physicians' services are provided under prepaid plans. No dental service
(except for dental surgery in the hospital setting) is provided.

Medicaid (Medical Assistance Program) has been established under Federal
‘legislation and Oregon statutes; it is administered by the State Public
Welfare Division. Payments in fiscal year 1969-70 were approximate1y
"$25 million. The program can be on a prepayment basis; in Oregon a
project study is being evaluated.

"AUTHORITIES

State law and regulations. of the Insurance Division of the State Depart-
ment of Commerce control the operation of private health insurance compan-
ies, Blue Cross, Kaiser, Blue Shield, and other prepaid health plans.

-Medicare and Medicaid were created by and are subject to federal Taw;

the .administration of claims for Medicare is assigned to specific insurance
‘organizations while Oregon Medicaid is administered through the State's '
We1fare Division. v _

Oregon Revised Statutes author1ze state hosp%ta1s, Tocal pub11c hea1th
and community mental health services.
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OBJECTIVES

1. By 1973, 1mp1ement Medicaid for all Oregonians qua11fy1ng as
med1ca1 indigents.

2. By 1973, provide for prepaid extended illness insurance for all
Oregonians through private and public financial resources. -

©3. By 1975, provide mechanisms to finarce prepaid health care
insurance for all Oregonians regardless of their financial resources.

RECOMMENDATIONS AND METHODS

1. PROVIDE ADEQUATE HEALTH CARE SERVICES FOR THE INDIGENT THROUGH
PREPAID PLANS. ’

Methods

a. By 1971, Legislature appoint an interim committee to design

’ procedures for . instituting a prepaid medical/dental care
plan (Medicaid) and develop eligibility criteria to be. acted
upon at the 1973 Session of the Oregon Legislature.

b. Congressional delegation encourage federal legislation to
finance a larger percentage of the costs of Medicaid.

2. SUPPORT A PROGRAM OF EXPANDED PRIVATE HEALTH INSURANCE COVERAGE TO
BE TRULY COMPREHENSIVE OFFERING PREVENTIVE, CATASTROPHIC, REHABILI-
TATIVE, HOME HEALTH, AND LONG-TERM SERVICES AT REASONABLE COSTS
AND ENCOURAGE CONSUMER SUBSCRIPTION TO THESE MORE COMPREHENSIVE
INSURANCE PLANS

Methods

a. The Department of Commerce, Insurance Division, togeéther with
leaders in the health insurance industrg, develop alternative
proposals for prov1d1ng comprrnen51ve health insurance coverage
for pollcy holders

b. Governor's Health Planning Committee and the State Board of
Health develop plans and encourage legislation which would
provide 1ncent1ves to carriers to broaden the scope of
coverage.

c. Health Insyrance Council for Community Health Action-Planning
(HiCHAP) ericourage health insurance industry to promote the
sale of policies with a -lower co-insurance feature (10% policy-
holder payment) and "no limit" maximums . for Major Medical.

T. Criteria for "Medical Indigency™ to be détermined by the Oregon Legislature.
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d. Health Inzurance Council for Community Health Action-Planning
encourage empioyers to make group prepaid health plans availlable
to employees from time of hire.

e. Employment Division provide health care coverage for recipients
of unemployment insurance.

f. Oregon Dental Service and other insurance companies develop
plans and encourage consumer subscription to comprehensive
dental health policies at reasonable cost.

L 4

OPERATIONAL PROBLEMS

1. Present programs lack standardization of definitions, benefit
coverage and financial support; they lack unification of administration,
operation, or planning; there is a lack of purposeful and coordinated
direction and goals; there is overlapping of responsibilitias with
some responsibilities for service uncovered and/or unavailable;
reimbursement to medical care providers varies; differing billing
procedures cause providers difficulty and unnecessary expense.

2. Fragmentation and differences in benefits and standards inherent in
a multi-administered program generate additional costs and reduced
benefits.

3. Professional organizations are reluctant to redefine their functicns
and allow ancillary persons to do more routine medical services.
(Such programs as the dental nurse program in New.Zealand and the
pediatric nurse program in Colorado are innovations to lower costs,
provide more services, and release professionals for more demanding
functions.)

4. The public and providers have difficulty in understanding the services
and benefits provided by some prepaid medical care plans.:

5. To prevent hardship to persons moving from locality to Tocality,
prepaid medical care plans should be national, statewide, or by
specific groups within a state. Regardless of the method used to
prcvide service, the service itself should be equitable nationwide.

6. Present prepaid medical care plans are incomplete as they do not
provide indemnity for employment counselling, social service, and
vocational training services. (Motivation to a fuily productive
Tife depends on more than the ability to obtain medical care.)
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EVALUATION CRITERIA

1. Prepaid health care plans make both fiscal and program evaluations
based upon cost/benefit statistics anc personal satisfaction.

A. Evaluation should be closely tied in with research into
innovative methods of new tecnnology, new procedures, new
administrative methods, etc. It should encourage projects to
develop improved services.

b. Evaluation should encourage prevention of disease, thereby
enabling the criteria of success to be measured by morbidity,
employment, productive work, and ability to enjoy a more
active and fruitful life.

2. Health Insurance Council for Community Health Action-Planning
review and report on the above evaluations.

3. Insurance Commissioner determine and report on percent of people
with prepaid health care coverage in Oregon.

PRIORITY | -

To be determined
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June 1, 1970

COMMITTELC FOR NATIONAL
HEALTH INSURANCE PLAN

A COMPARISON OF SIX MAJOR PROPOSALS

CONGRESSWOMAN
MARTHA GRIFFITHS PLAN

SENATOR JACOB JAVITS PLAN

Concept

Comprehensive national health insurance for all
Americaris.

A financial mechanism to pay health care costs
for all people.

A health care plan siinilar to Medicare. Option
for employers and individuals to elect out of
the government program by purchasing an
approved private insurance plan.

Advocates and
Supporters

The Committee of 100 for National Health
Insurance. Members include: Mrs. Mary Lasker,
Dr. Michael .DeBakey, Whitney M. Young, Jr.,.
Leonard Woodcock, Senators Kennedy,
Cooper, and Yarborough; and other prominent
leaders from health, business, labor, civil rights,
and public life.

AFL.CIO; Congresswoman Martha Griffiths
{D-Mich.), as legisiative sponsor.

Senator Jacob Javits (R-N.Y.)

Benefit Pattern

"Comprehensive personal

health care with
limitations on drug and dental coverage in thc
beginning. Active treatment” coverage of
mental health services.

Hospitalization, physician services in the office,
home or hospital, extended care in nursing
homes; home heaith services, out-patient and
in-patient psychiatric services, eye exams and
prescriptions, plus physicals or multiphasic
screening tests.

Approved regional plans which would include
preventive diagnostic, ambulatory and
rehabilitative care, as well as physicians’ and
acute hospital treatment; also free consumer
choice between competing plans where they
exist.

Financing

Employer, employee, self-employed and
Federal government share in the costs;
projected cost in FY 19€9 figures is $40 billion.
Social Security-type tax on employer and
employee but division of tax burden subject to
union-negotiated and other employer-employee
arrangements; 40% of total costs met by general
Federal revenue contributions.

Employer, employee and Federal government
share in cost; Payroll tax of 1% on employee
earnings ($15,000 ceiling), 3% of employer
payroll, .4% of self employment income
{$15,000 ceiling) and a Federal general revenue
contribution of 3%. Projected cost in FY 1969
figures, 37.5 billion.

Employer and employee contributions for the
working group; buy-in by federal government
for the needy and uncmployed.

Administration

A health program administered by Department
of Health, Education, and Welfare; significant
operational authority vested in regional and
local offices.

Department of Health, Education, and Welfare.

Private insurance companies act as fiscal agents
for the government plan and as insurers and
underwriters for private plans. National
standards with state monitoring of insurance
companies. Option exists for federally
chartered corporation.

Effect on Health
System
Organization

Provides financial levers to restructure health
delivery system. Strong emphasis on,
development of group practice programs.
Substantial grants available to develop
innavative health systems and assure availability
of care in local communities.

Strong emphasis on pre-paid group practice.
Requires incentives for moderating hospital
charges.

Financial and technical assistance provided for
planning comprehensive health service systems.
Increased government financing of capital
hospital construction.

Quality

High national standards for participating
providers and facilities, including Board
standards for major surgery and other specialist
services; requireme:.ts for continuing medical
education, national minimum licensure
standards.

Encourage effective peer review. Forbids
hospitals from discrimination in granting staff
privileges,

Board standards for major surgery and other
specialist services, requirements for continuing
medical education, national minimum licensure
standards.

Manpower

Financial support provided for systems which
efficiently organize and utilize all levels of
medical manpower. Special funds available to
subsidize the training and initial utilization of
new types of professional manpower and
paraprofessional personnel.

Financial rewards to systems of care which
utilize manpower effectively.

Encourage better utilization of manpower
through comprehensive group practice.

Source:

U. S. Department o

"The CHScene', November, 1970.
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FOR NATIONAL HEALTH INSURANCE

June 1, 1970

GOVERNOR
NELSON ROCKEFELLER PLAN

AMERICAN MEDICAL
ASSOCIATION PLAN

AETNA INSURANCE
COMPANY PLAN

Concept

ﬂealth insurance purchased from private
insurance companies; all Americans required to
enroll in some type of plan.

A voluntary income tax credit plan.

Subsidizes private insurance companies by
abolishing Medicare, Medicaid and other public
programs and amending Federal tax law to
provide tax disadvantages to individuals not
enrolled in a o ‘ivate health insurance plan.

Advocates and
Supporters

Governor ‘Nelson Rockefeller of New York.

American Medical Association; similar plans
introduced by Rep. Richard Fulton {D.-Tenn.)
and Sen. Paul Fannin {R.-Ariz.)

Aetna and other insurance

companies.

private heatth

Benefit Pattern

Would enforce a “floor” for health coverage in
employer groups. this same level of coverage
would replace Medicaid for medically indigent.

Medicare would remain intact for aged, but the
new ““Medi-credit’’ plan would replace Medicaid
for all people under 65; private insurance plans
must qualify by providing 60 days of inpatient
hospital service, plus full range of out-patient
and physician services in hospital, home or
office. Patient responsible for deductible and
co-insurance payments,

Private heaith insurance companies will offer a
“minium benefit package” of institutional and
professional services. Custodial care could be
included. Drugs, déntal services and appliances
are excluded. Beneficiary responsible for
deductible, 20% co-insurance, and a charge per
visit for professional services. {May buy
supplementary policies to cover these costs, but
no tax credit would be given for supplementary
policies.)

Financing

Employer-employee contributions through
payroll deductions for all workers; for
self-employed and unemployed persons above
the poverty level, full payment by individuais;
for those below poverty level, government
would purchase private insurance; elderly
remain under Medicare.

lncome tax credits for purchase of private
insurance. Percentage of atlowed credit based
on personal income tax liability. Ranges from
100% (liability of $400) to 10% (liability over
$1300). Government purchase certificates
issued for family with tax liability under $400.
Estimated cost to federal government $16
billion.

Federal, state and local governments pay
premiums for the indigent. Social Security
Administration pays premiums for over 65
population. Income tax credit given for
purchase of individual policies {sliding scale
with those having lower ‘arnings obtaining
greater percent credit}, F sner premium rates
established for indigent, -sisabled, aged and
other high risk groups.

Administration

No change from present Medicare intermediary
system: private carriers continue as they do
today.

No change; Medicare continues to be handled
by intermediaries; private insurers handle their
own participants under age 65. Federal Health
insurance Advisory Board establishes standards
for insurance carriers.

Private insurance companies {Blue Cross, Blue
Shield, and commercial companies).

Effect o4 Health | No change. No change. No change.
System '
Organization
Quality No change. No change. Relaxation of Federal standards
Manpower No change. No change. No change
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ACCIDENTS - MOTOR VEHICLE

GOAL  REDUCE MOTOR VEHICLE TRAFFIC ACCIDENTS, INJURIES, AND DEATHS.

CONDITION
During 1969, there were 171.624 persons involved in 81,000 motor vchicle
traffic accidents in Oregon. These accidents resulted in injury to
32,000 people and killed 713.

The state's mileage death —ate for 1969 was 5.5. This compares with

a national mileage death rate of 5.3. Since 1958, Oregon's mileage
death rate has been higher than the national average every year, except
1968. Its population dea’.h rate of 32.3 also is higher than the U.S.
rate of 27.6, and its registration death rate of 5.1, whiTe Tower

than the national average, is the highest of the three Pacific Coast

states.
Table 1
Mileage Death Rates
Year Oregon U.S. Rate
1959 6.2 5.4
1960 5.8 5.3
1961 5.8 5.2
1962 5.4 5.3
1963 6.0 5.5
1964 5.9 5.7
1965 6.4 5.6
1966 6.2 5.6
1967 5.8 5.4
1968 5.4 5.5
1969 5.5 5.3

Sources: Oregon Motor Vehicles Division and
National Safety Council

At the end of 1909, Oregon motor vehicle registrations were approaching
the 1-1/2 million mark and the number of licensed drivers was 1,200,000.
Studies indicate that 896 of 1,000 persons eligible to hold a driver's
license are licensed
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With respect to fatal crashes, the alcoholic or very heavy drinker
appears to be a major part of the problem and needs special attention
in future efforts directed toward reduction of fatal crashes. Based
or reports received, 50% of all fatalities involve a drinking driver,
many of them with levels well above the Tegal level for intoxicatiu:.
(See Tables 2, 3, and 4) However, this type of driver does not appear
to be the major factor in accidents and injuries of all types, since
there is a wide variation of accident causation factors in reported
accidents. The exact extent of alcohol in non-fatal, property daiiage
accidents is not readily distinguished due to ‘inadequate information
received from drivers. Unfortunately, the public is not generally
aware of the role the alcoholic plavs in traffic accidents.

During 1969, there were 719 people killed in traffic accidents. Of
these, 259 (36%) were tested for blood alcohol readings. The findings
of those tested are shown in Table 2.

Table 2

Traffic Fatalities Tested for Blood Alcohol Readings, 1969

r Percent of Percent of
Nur ber Total Tested Pos1tive Readings

Total 259 100.0
No Reading 128. 49 .4
Positive

~ Reading 131 50.5 100.0
0.20 or More 43 16.6 32.8
0.15 - 0.19 34 13.1 25.9
0.10 - 0.14 29 11.2 22.1
0.05 - 0.09 20 7.7 15.3
0.01 - 0.04 5 1.9 3.8

Source: Motor Vehicle Division, State of Oregon

Table 3

Positive Blood A}coho1 Readings by Age: Oregon Traffic Fatalities, 1969

1= .05- .10- .15- .20 or

Age .04 .09 14 .19 More Total
15 - - 1 - - 1
16 - 2 3 - - 5
17 1 3 4 2 - 10
18-19 - 4 1 2 1 8
20-24 2 3 10 12 5 32
25-34 - 1 4 4 13 22
35-44 - 3 3 1 7 14
45-54 1 1 2 6 10 20
55-64 1 2 - 2 K 10
65+ - 1 1 5 2 9
Total 5 20 29 34 43 131
Source: Motor Vehicle Division, State of Oregon.
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During 1969, 371 drivers were killed in traffic accidents. Of these,
177 (47.7%) were tested for blood alcohol reading. The findings of
those drivers tested are shown in Table 4.

Table 4

Traffic Fatalities Involving Drivers Tested for Blood Alcohol Readings, 1969

Percent of Total Percent of Drivers
- Number Drivers Tested With Positive Readings
Total 177 100.0
No Reading 84 47 .4
Positive
Reading 93 52.5 100.0
0.20 or More 36 20.3 38.7
0.15-0.19 24 13.5 25.8
0.10-0.14 20 11.3 21:5
0.05-0.09 11 6.2 11.8
0.01-0.04 2 1.1 ‘ 2.1
Source: Motor Vehicle Diviston, State of Oregon

CURRENT PROGRAMS AND ACTIVITIES

Oregon Traffic Safety Commission coordinates state participation in
federal highway safety prugrams and approves project requests submitted
to National Highway Safety Bureau.

Motor Vehicles Division of the Department of Transportation determines
eligibility of applicants for a driver's license; determines qualifications
of applicants to hold Ticenses based on reports of Board of Health

with respect to physical corditions; maintains driver records; suspends

or restricts licenses.

Cregon State Board of Health reviews reports on drivers' physical conditions
submitted by medical authorities; makes reports to the Motor Vehicles
Division, including recommendations based on established guidelines;
cetermines manner of conducting chemical test analyses; conducts training
cetrses on use of equipment; tests and certifies accuracy of equipment;
issves permits to individuals to conduct tests; and develops statewide
emergent.y medical services program.

Mental Health Division notifies Motor Vehicles Division as to released
Ticensed operators who, in opinion of superintendent of hospital for
mentally i11 or mentally retarded, should not drive because of mental
conditions; conducts programs to rehabilitate alcoholics.
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County Medical Examiners conduct blood tests of traffic accident victims
to determine blood alcohol content (voluntary).

Local Health Officers forward reports on medical referrals to State
Health Officer.

Law Enforcement Agencies detect persons driving while under influence
of Tiquor; request re-examination of questionable drivers; conduct
breath tests. '

AUTHORITIES

To be researched.

OBJECTIVES

1. By 1974, reduce the percentage of total traffic fatalities caused
by drinking drivers from 53% in 1969 to 43%.

2. Reduce the average response time of emergency medical services to
traffic accident victims.

3. Improve information base of alcohol-caused traffic accidents.

RECOMMENDATIONS AND METHODS

1. REDUCE LEGAL BLOOD ALCOHOL LEVEL FOR INTOXICATION TO 0.10.
Method

Traffic Safety Commission submit legislation during the
1971 session to reduce legal blood alcohol level for intoxi-
cation from 0.15 to 0.10.

2. DEVELOP AND IMPLEMENT A PLAN FOR A STATEWIDE EMERGENCY MEDICAL
SERVICES PROGRAM.

Methods

a. Traffic Safety Commission, in conjunction with the Department of
Emergency Services and the Oregon State Board of Health,-develop
a pian for a statewide emergency medical communications system,
incorporating the universal emergency telephone number (911).

b. Oregon State Police procure a helicopter equipped for traffic
control enforcement, Driving Under the Influence of Liquor (DUIL)
enforcement, and emergency air transportation for victims
not readily accessible to surface ambulances.
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3. IMPROVE PROGRAMS TO COPE WITH DRINKING DRIVER PROBLEMS.
Methods

a. Motor Vehicles Division develop a predictability scale to
determine in advance drivers who may be problem drinkers, based
on study of the driving records of the Motor Vehicles Division.

b. Motor Vehicles Division administer the Michigan Alcohol
Screening Test to drivers with certain patterns of driving
behavior at the driver improvement interview.

¢. Community Mental Health Clinics expand specialized treatment
facilities for problem drinkers who drive. , )

d. Traffic Safety Commission submit legislation requiring an
open-ended revocation of a driver's licenseyif the individual
has more than two convictions within five years for driving
while intoxicated. License would not be reinstated until such
person.had undergone successful treatment of alcohol problem.

e. Mental Health Division encourage voluntary use of antabuse in
the treatment of alcoholism. .

4. TRAFFIC SAFETY COMMISSION SUBMIT LEGISLATION IN 1971 TO REQUIRE
ADMINISTRATION OF BLOOD TESTS TO ALL PERSONS OVER 15 KILLED IN
TRAFFIC ACCIDENTS, WHEN SUCH TESTS CAN BE ADMINISTERED WITHIN FOUR
HOURS. REQUIRE BOARD OF HEALTH TO FORWARD DATA TO MOTOR VEHICLES
DIVISION FOR CORRELATION WITH TRAFFIC ACCIDENT STATISTICS.

5. TRAFFIC SAFETY COMMISSION SUBMIT LEGISLATION REQUIRING ALL SURVIVING
DRIVERS IN FATAL CRASHES TO SUBMIT TO A BREATH TEST.

OPERATIONAL PROBLEMS

1. Shortage of treatment facilities for treatment of alcoholics.
2. Shortage of trained staff to treat alcoholics.
3. Shortage of trained staff to administer Michigan Alcohol Screening

Tests (MAST) in Motor Vehicles Division.

EVALUATION CRITERIA

Reduction in the rate of accidents, injuries, and deaths due to motor
vehicles. : :

PRIORITY

To be determined.
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CONSUMER PROTECTION AND INJURY CONTROL

GOAL REDUCE DEATHS, INJURIES AND DISABILITIES IN THE HCAE, IN THE
WORK PLACE, ON THE HIGHWAY, AND IN PUBLIC PLACES; AND PREVENT
~ INJURIES AND DEATHS FROM CONSUMER PRODUCTS.

CONDITION'

Accidental injuries and deaths are "public health" problems of major
significance. In tarms.of cost to the state, human suffering, lives
lost and disabilities produced, accidental injuries and deaths rank
with the Teading "killer" diseases. In 1969, there were 1,361 acci-
dental deaths in Oregon, and for the past 20 years, accidental deaths
in Oregon have ranged between 1,056 and 1,401 per year with a death.
rate (per 100,000 population) of 60.8 to 80.6. MNationwide, accidents
are the leading cause of death fo- Tndividuals aged 1-44. More deaths
result from motor vehicle accidents in Oregon than from all other
types of accidents combined. (Table 1)

~ Table 1
ACCIDENTAL DEATHS BY CAUSE, OREGON, 1969

Motor Vehicle 735
Watercraft 46
Aircraft 32
Poisoning . 18
Suffocation 32
Falls . 194
Burns 72
Drowning he
Firearms 19
Electric Current 15
Other Causes 132

TOTAL o 1,361

Source: Oregon State Board of Health, 1969 Statistical Report.

Accidents causing death and injury cost the nation at ieast $25.billion
in 1969. Based on this figure, Oregon's share would be $250 million.

A breakdown by state of the accidental death rates for 1969 showed
Oregon having the 17th highest death rate in the nation, and the 4th
highest rate of increase in deaths. The Mational Center for Health

1. See Exhibits.
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Statistics and the National Safety Council estimate that as a resuit

of home injuries each year, 30,000 peopnle are killed; 110,000 are
permanently disabled; 585,000 are hospitalized; and more than 20 million
are injured seriously enough to require medical treatment or be disabled
for a day or more. Most of these casualties are associated with
consumer products. A significant number could be spared, if more
attention were paid to hazard reduction. The annual cost to the nation
of product-related injuries exceeds $5.5 billion; however, “n terms

of dollars cost, pain and suffering, or by any standard of measure-
ment, the exposure of consumers to unreasonable product hazards is
excessive.

Accident reduction programs to reduce home injuries can be aimed at:
1) individual awareness, attitudes and actions; 2) the environment,
where hazardous products are used; or 3) product design, construction
and quality control. Significant attention has been given by both
public and private agencies to the first two areas.

Attention in this report is concentrated on product design, which

holds the greatest promise for reducing accidents and injuries.
Manufacturers alone cannot do all that is needed to achieve optimum
safety; but with government stimulation, they can accomplish more

with less effort and expense than any other body; more than educators,
the courts, regulatory agencies or individual consumers. The capacity
of individual manufacturers to devise safety programs, without undue
extra cost, has been demonstrated in such products as safety glass,
double insulated power tools, baffles on rotary mowers, non-combustible
television transformers, and releases on ringer washers.

There are innumerable examples of products which may be designed,
constructed, or used in such a manner as to constitute an "uhreasonable"
hazard to the consumer, a few of which are 1isted here:

1. The glass door is a classic example of a product which produces
an unreasonable risk and whose danger is foreseeable and avoidable.
The state of Oregon is one of the few states which has recently
passed an effective safety glazing law which will prevent many
unnecessary injuries and possible deaths.

2. Color television sets have often caused fires in the home. Oregon,
which has been averaging about 50 television fires a year during
1966-1968, reported a marked increase to 175 fires in 1969.

3. Fireworks continue to cause unnecessary injuries. Even those states
which have tried to eliminate .their use are handicapped by a patch-
work of ineffective federal, state and Tocal Taws regulating their
transportation,-sale and use.

4. Floor furnace grilles account for one of every five burns to
children under fifteen and are the 'eading cause of burns to
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children under five. Because the heating unit is.centrally located
even adults are subjected to the hazard. Many adult burns are
associated with falls, especially among the elderly or infirm.
Nationally, there are between 30,000 to 60,000 medically treated
burns each year. :

5. Insurance companies report more claims related to glass bottles
than to any other consumer product. Hospital records confirm that
glass bottles «cunsistently rank high among products connected with
injuries treated in emerger~y clinics. At present, there is no
industry-wide standard reguiating bottle wall thickness or per-
missible number of trips .for returnable bottles.

6. Infant furniture may present a variety of hazards. In cribs and
playpens, too much space between the slots may be a death trap
for children who catch their heads in openings which admit the
body but not the skull. According to a recent study of 215
injuries involving infant furniture, the product was determined
to be at fault in 2/3 of the cases investigated (84% of which
involved children under 5 years old). There are no federal, state,
or local rules regulating infant furniture construction or design,
and the industry has no internal safety standards (although it.
voicas a common safety policy). Unfortunately, the infant furniture
industry has neglected to assess the needs and nature of children
who use their products.

7. Injuries from toys often result from predictable misuse. A child
can be expected to put the wrong end of a blow gun in his mouth
or to dismember a doll and expose the sharp pins that secure the
arms and legs. Children will continue to be exrosed to unreasonably
hazardous toys unless regulatory methods are improved.

8. Many football and motorcycle helmets are designed, manufactured,
and marketed without careful consideration of the force of blows
which should be anticipated. No state has prescribed standards
for protective headgear for athletes, although some states, including
Oregon, require vehicular headgear under given conditions.

9. About 70% of the injuries from power mowers are lacerations, .
ampucations, and fractures that result from the cutting and crushing
action of the fast whirling blade. In addition, there are high
velocity ejections of wire, glass, stones, and debris that can
puncture vital body parts. One-quarter of the 216 models recently
examined did not comply with the industry's own safety standards,
notwithstanding a self-certification program under which the
models profess to meet standards.

The National Commission on Products Safety, following two years of study,

has determined that state and local governments, in general, offer
consumers Tittle or no overall protection from hazardous household

226




products. The Commission recommended to the President and Congress
implementation of a consumer product safety act and the establishment
of an independent consumer product safety commission. The National
Commission on Product Safety indicated that without central leadership
the states and municipalities will remain unable to chart broad
spectrum product safety programs.

Consumers assume that the federal government exercises broad regu-
lations in the interest of their safety, and yet, in actuality, the
federal authority to curb hazards in consumer products is virtually
non-existent. Federal product safety TegisTation consists of a series
of isolated acts treating specific hazards and narrow product cate-
gories. No governmental agency possesses general authority to ban
products which harbor unreasonable risks or to require that consumer
products conform to minimum safety standards.

In Oregon, as in some other states and cities, where consumer ccncerns
have led to the creation of a consumer protection agency, efforts are
currently directed primarily to fraudulent operations with scant
attention shown to product safety. Seldom is authority exercised

with regard to hazardous products beyond receiving and referring
complaints. '

CURRENT PROGRAMS ‘AND ACTIVITIES

Accident prevention and injury control activities are spread over &
wide range of governmental, private, and professional and voluntary
agencies.

Federal Programs

o

The Public Health Service Injury Control Program is concerned exclusively
with national problems of accidental death and injury. This is a public
nealth field related to almost all of the medical specialties, as well

as to many fields of engineering, behavioral sciences and education.

The program focuses on two principal aspects of the problem: 1) prevention
of the injury or accident, and 2) reduction of the severity of injuries
which are incurred.

The Bureau of Medical Services provides suitable systems of emergency
medical services., >

Various units of the National Institute of Health conduct basic research
on the biological response to injury and the effects of injury.

The Food and Drug Administration administers the Federal Hazardous
Substances Act, which is closely related to injury control programs
and functions. They are responsible for the prevention of accidental
poisonings and consumer product safety.
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The National Institute for Mental Health is responsible for programs
of alcoholism and drug abuse.

The National Center for Radiological Health is responsible for esta-
blishing procedures dealing with radiation hazards.

The Occupational Health Program in the National Center for Urban
and Industrial Health conducts programs designed to reduce health
and injury hazards in industry.

The Department of Labor is responsible for preventing industrial accidents.

The National Highway Safety Bureau is responsible for reducing highway

“traffic injuries.

The United States Coast Guard is primarily responsible for preventing
injury and drownina involving boats on navigable waterways.

The Atomic Energy Comnmission is responsible for estahlishing procedures
for protection against radiation hazards.

The Interstate Commerce CommisSion investigates accidents and publishes
and enforces safety regulations involving railway and motor carriers.

The Civil Aeronautics Board and the Federal Aviation Administration
combine to conduct research, develop and enforce standards, and pro-
mulgate safety procedures for commercial and private aircraft.

State Programs

Accident Prevention Division, Workmen's Compensation Board is responsible
for enforcing state safety Taws through periodic inspections of places

of employment to assure compliance with code regulations. A field force
of 70 is supplemented by engineering, industrial hygiene and educational
programs to reduce industrial injuries in Oregon. The Accident Pre-
vention Division works closely with the State Board of Health, the

State Fire Marshal and the Bureau of Labor.

The Department of Agriculture administers a consumer services program
which enforces the federal standards on food sanitation, purity, and
Tabeling. The Food and Dairy Products Section handles the inspection,
sampling, and Tlabel checking in food and dairy processing plants, food
markets, food storage warehouses, bakeries, and soft drink plants
throughout the state.! The Veterinary Division is responsible for the
inspection of. Tivestock, meat products and meat processing plants.

Excludes the City of Portland, which has its own program located in
the Health Department.
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The state inspects the poultry slaughtered by the large producers

(20,000 chickens and/or 5,000 turkeys per year). Effective January, 1971,
the federal government implemented a program of inspecting all
commercially sold poultry.

During past years, the State Board of Health has had a number of
federally assigned accident prevention specialists working full-time

on injury control programs. Currently, there is one state employee
assigned part-time in accident prevention activities with the
Occupational Health Section. The State Board of Health also conducts

a program in occupational health responsible for reducing or alleviating
those factors causing illness, disabiiity and death of industrial
workers; maintenance of an industrial hygiene and toxicology Taboratory;
administration of the recently adopted safety glazing law requiring
installation of safety glass in hazardous areas; impaired driver
program to identify and evaluate the capability of marginal drivers

to safely operate motor vehicles; and implied consent program to train
Taw enforcement personnel in detection and evaluation of drinking
drivers, periodically test and certify the accuracy of equipment,

and determine qualifications and competence of individuals to conduct
analyses.

The University of Oregon Medical School operates a Poison Control
Registry and surveillance system to determine numbers and causes of
poisonings and provides consultative services for physicians. staff
is Timited and funding inadequate.

The Oregon Game Commission, in cooperation with the National Rifle
Association, conducts classes in firearm safety.

The Executive DNepartment, Personnel Division employs a Fire and Safety
Coordinator <o promote safety in working areas among state employees.

The Executive Department, Economic Development Division receives and
refers consumer complaints primarily on fraudulent business operations.

" The Executive Department, Public Safety Division is responsible for
consultation-and planning in areas of emergency services, law enforce-
ment and traffic safety.

The State Accident Insurance Fund provides informational and educational
materials, as well as safety consultants to assist in the safety programs
of state agencies and private employers insured by the State Accident
Insurance Fund.

The State Fire Marshal and Bureau of Labor are responsible for conducting
educational and enforcement programs in the areas of fire and electrical
hazards respectively.
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The Oregon Board of Education is respansible for the development of
curriculum materials and providing consultation at the elementary,
high school, and community college level.

AUTHORITIES

To be researched.

OBJECTIVES

1. 'By 1973, establish an effective statewide safety program for
accident and injury controtl.

2. By 1973, establish an effective statewide program designed to
provide consumer protection against "unreasonable” product hazards.

RECOMMENDATIONS AND METHODS

1. DESIGN AND IMPLEMENT A CuMPREHENSIVE INJURY CONTROL PROGRAM TO
EFFECT A SUBSTANTIAL REDUCTION IN ACCIDENTAL INJURIES AND DEATHS.
THIS PROGRAM DESIGN TO INCLUDE THE DELINEATION OF AGENCY RESPON-
SIBILITIES, SCOPE OF PROGRAM ACTIVITIES, AND FUNDING REQUIREMENTS.

Methods
a. The Oregon State Board of Health, in cooperation with the

Workmen's Compensation Board and the Traffic Safety Commission,

design a comprehensive injury control program aimed at:

1) systematically interposing protective barriers between man
and his environment, such as seat belts, safe storage of
household poisons, protective headgear for cyclists;

2) improving skills (driving automobiles and using tools);

3) updating statutes and ordinances; and

4) recommending home and industrial environment modifications
and. improving the safety characteristics of a host of
agents, such as safety glazing, fire-retardant fabrics,
guarded machinery, padded dashboards, and fenced swimming
pools.

b. The Injury Control Program shouid:

1) Encourage research, investigations, and studies to identify
the basic factors that contribute to injuries. .
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2) Develop effective public information programs to transmit
injury control information down to the grass-roots level
where the individuals who have accidents may be motivated,
conditioned, and trained to live more safely.

3) Provide information for and assistance in the formulation
of appropriate codes and standards at local and state
levels to achieve a safer living and working environment.

4) Establish a specific, target-oriented concept of injury
control rather than relying on broad, vaguely defined
campaigns against "accidents." Each population segment
can best be appealed to by using an approach aimed towe.d
that group's particular interest.

' 3) Conduct fact-finding activities to seek additional know-

ledge about known injury producing hazards so that methods
of control can be improved and implemented.

The Oregon State Board of Health provide support and assisctance
to develop accident and injury control programs at the local
level through increased use of 314(d) funds.

Oregon State Board of Health establish an injury control policy
committee nmade up of all organizational units of the state
involved in injury control. The injury control policy committee
to:

1). Review program activities.
2) Evaluate the effectiveness of the injury control program,’
especially the reduction of morbidity and mortality resulting

from injuries.

3) Review costs, especially the costs of treating injuries
and Workmen's Compensation. .

4) Advise on coordination and utilization of community resources.

THE GOVERNOR APPOINT A TASK FORCE CHARGED WITH DETERMINING THE ROLE
OF STATE AND LOCAL GOVERNMENTS IN PROTECTING THE CONSUMER FROM
PRODUCT HAZARDS. CONSIDERATION SHOULD BE GIVEN TO:

A.

PLACING BROAD RESPONSIBILITY FOR CONSUMER SAFETY FROM UNREASONABLE
PRODUCT HAZARDS IN A NEWLY ESTABLISHED STATE REGULATORY AGENCY.

CHARGING THIS AGENCY WITH SECURING VOLUNTARY COOPERATION OF
CONSUMERS AND INDUSTRY TO ADVANCE PRODUCT SAFETY.
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C. AUTHORIZING THIS AGENCY TO:

1) DEVELOP MANDATORY SAFETY SIANDARDS TO REDUCE UNREASONABLE
HAZARDS IN A WIDE RANGE OF CONSUMER PRODUCTS.

2) ENJOIN DISTRIBUTION OR SALE OF UNREASONABLY HAZARDOUS
CONSUMER PRODUCTS WHICH VIOLATE FEDERAL OR STATE SAFETY
STANDARDS .

3) MAKE PERIODIC INSPECTIONS AT MANUFACTURING FACILITIES TO
INSURE COMPLIANCE WITH PRODUCT SAFETY STANDARDS AND
REGULATIONS. :

4) BRING SELECT CIVIL LIABI17.JTY COURT ACTION AGAINST MANU-

FACTURERS, IN BEHALF OF CONSUMERS INJURED BY UNREASONABLY
HAZARDOUS PRODUCTS.

5) ESTABLISH AN TNJURY INFORMATION CLEARINGHOUSE TO COLLECT
AND ANALYZE DATA ON DEATHS AND INJURIES ASSOCIATED WITH
CONSUMER PRODUCTS; TO ALERT MANUFACTURERS OF NEEDED
. MODIFIC/TIONS IN PRODUCT DESIGN; AND TO INFORM THE PUBLIC
ABOUT PRODUCT FAILURES, PRODUCT iAzRDS, AND NON-COMPLIANCE
BY MANUFACTURERS WITH CONSUMER SAFLTY STANDARDS.

6) COOPERATE WITH AND ASSIST NATIONAL AND LOCAL PROGRAMS
GERMANE TO CONSUMER PRODUCT SAFETY.

3. ESTABLISH A STATEWIDE EPIDEMIOLOGIC AND SURVEILLANCE SYSTEM TO
RAPIDLY AND CONTINUOUSLY OBTAIN INFORMATION ON ACCIDENTAL INJURIES
AND DEATHS.

Methods

a. Oregon State Board of Health establish effective working rela-
tionships with l(he medical community, hospital emergency and
admitting departmenrts, law enforcement agencies, and public
health officials to develop a climate in which in-depth investi-
gations of injury producing events can be conducted.

b. Oregon State Board of Health develop procedures for evaluating
Information about accidental injuries and deaths to identify
possible points of intervention.

4. REQUIRE THAT ALL DRUGS MARKETED IN OREGON MEET ESTABLISHED CRITERIA
OF PURITY, EFFECTIVENESS, AND .TOXICITY AND BE LABELED INDICATING
CONTENTS.

Methods

a. The Oregon State Board of Pharmacy establish standards of
purity, effectivenéss, and toxicity and develop procedures
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providing for laboratory analysis of all drugs marketed
in Oregon to assure compliance with standards.

b. The Oregon State Board of Pharmacy require that all prescrip-
tion drugs be labeled so as to indicate their contents,
except where specifically ordered deleted by the prescribing
physicians.

5. ASSURE THAT ALL FOODS MARKETED IN OREGON CONFORM TO FEDERAI.- AND
STATE STANDARDS OF PURITY, LABELING, AND SANITATION IN PROCESSING,
STORAGE, AND MARKETING OPERATIONS.

Maintain adequate surveillance over quality of foods and meats
produced in Oregon. Consumer Advisory Council of the Depart-
ment of Agriculture should develop “mproved food and meat
standards and propose legislation to assure compliance by

food producers in Oregon.

OPERATIONAL PROBLEMS

The inequities in the bargaining position and resources of the small
consumer in relation to the big manufacturer make it infeasible for

the victimized consumer, without the aid of government, to successfully
bring suit and/or in any other way apply sufficient pressure against

the negligent manufacturer to induce substantial charges in the reducticn
of product hazards. '

The "Common Law" is not primarily concerned with prospective enforcement
of product safety, but with post-injury remedies. For various reasons,
too complex to deal with here, application of the "Common Law" has not
been effective to date in providing reliable restraints on product
hazards.

Surveys conducted by the National Commisc<ion on Product Safety indicate
that current state and local regulation of consumer products is 1imited
by narrow scope, diffuse jurisdiction, small budgets, absence of
enforcement, mild sanctions and casual administration. There is no
funded state program for consumer product safety in Oregon.

EVALUATION CRITERIA

To be determined.

PRIORITY

To -be determined.
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EXHIBIT 2
PERCENTAGE OF ALL ACCIDENTAL DEATHS BY THE

FOUR LEADING SOURGES BY AGE-GROUPS, OREGON,
1969
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EXHIBIT 3

ACCIDENTAL DEATH RATES BY PRINCIPAL GCLASSES
OREGON, 1950-1969 '
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Source: O0SBH, 1969 Statistical Report, p. 94.
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‘ EXHIBIT 4
ACCIDENTAL DEATHS BY TYPE OF ACCIDENT AND BY AGE GROUP, OREGON, 1969

TOTAL AGE
TYPE OF

ACCIDENT Number |Rate |79 [1.4 [5-14 [15-24 |25-44 |45-64 |65+
TOTAL 1,361 |65.4 11 45 | 83 333 274 326 289
HOME ACCIDENTS 217 10.4 4 16 15 9 22 53 S8
Falls 103 4.9 - 2 - 1 - 18 82
Fires : 58 2.8 - 4 7 4 12 19 12
Suffocation, Ingestion 10 0.5 2 - - - 2 6 -
Suffocation, Mechanical 6 0.3 1 - 3 2 - - -
Poisoning - Gas 3 0.1 - - ~ 2 1 - -
Poisoning - Other 6 0.3 - 2 - - 1 3 -
Firearms 8 ‘0.4 - 1 4 - 2 1 -
Drowning 6 0.3 - 3 ~ - - 3 -
Other & Unspecified 17 0.8 1 4 1 - 4 3 4
MOTOR VEHICLE 735 35.3 4 18 48 255 157 148 105
Injury to Pedestrian 87 4,2 - 1 21 9 11 18 27

Collision with Other
Motor Vehicle 279 13.4 2 4 9 80 71 66 47
Other Collision 109 5.2 - 1 11 56 19 16 6
Non-Collision 223 | 10.7 2 7 & 99 46 43 20
Non Traffic 17 0.8 - 4 1 -1 5 - 4 2
Unspecified 20 1.0 - 1 - 10 5 1 3
PUBLIC ACCIDENTS : 266 12.8 - 11 20 58 53 66 58
Water Transportation 46 | 2.2 - 1| - 7 17 16 5
Air Transportation 32 1.5 - - - 6 17 9 -
Railway Transportation | 11 0.5 - 2 - 1 2 5 1
Other Transportation 5 0.3 - - 1 2 1 1 ~
Drowning . 57 2.7 - 4 {10 24 8 8 3
Falls - ’ 58 2.8 - -~ 2 3 2 11 40
Firearms 8 0.4 - - - 5 1 1 1
Other & Unspecified 49 2.4 ~ 4 7 10 5 15 8
OCCUPATIONAL ACCIDENTS 96 4.6 - - - 9 39 41 7
Logging 30 1.4 - - - 5 13 12 -
Manufacturing 15 0.7 - - - - 8 6 1
Agriculture 12 0.6 - - ~ T 5 4 3
Construction 13 0.6 - - - 2 6 4 1
Other & Unspecified 26 1.3 - - ~ 2. 7 15 2
UNCLASSIFIED 47 2.3 3 - - 2 3 18 21

e All rates per 100,000 population

Source: (0S3H, 1969 Statistical Report, p. 97.
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EXHIBIT 5

ACCIDENTAL DEATHS BY PRINCIPAL CLASSES AND COUNTY OF ACCIDENT,

OREGON ) 1969

COUNTY OF TOTAL HOME MOTOR PUBLI c OCCUPA~ |UNCLAS-
ACCIDENT Number Rat el/ VEHICLE TIONAL SIFIED

STATE 1,339 64.3 218 719 263 94 45
Baker 13 79.2 1 8 4 - -
Benton 17 33.3 3 ‘11 1 2 -
Clackamas 98 59.5 14 56 21 5 2
Clatsop 25 86.8 10 9 6 - -
Columbia 25 82.9 3 15 4 3 -
Coos 56 97.9 11 24 15 5 1
Crook 10 102.8 2 3 4 1 -
Curry 12 91.0 1 5 3 1 2
Deschutes 18 6l.6 2 10 4 1 1
Douglas 84 113.3 12 46 15 9 2
"Gilliam 5 185.5 2 2 1 - -
Grant 9 121.7 3. 3 1 2 -
Harney 10 137.5 2 7 - 1 -
Hood River 3 21.2 - 2 1 - -
Jackson 69 . 73.6 10 42 7 9 1
Jefferson 16 177.0 2 12 2 -~ -
Josephine 23 63.9 4 14 4 1 -
Klamath 37 74 .4 3 23 6 4 1
Lake 9 132.4 > |7 s 1 - -
Lane 119 56.8 20 70 22 7 -
Lincoln 38 151.2 5 14 16 2 1
Linn 68 98.7 7 48 9 4 -
Malheur 20 80.3 2 11 5 2 -
Marion 90 57.8 8 57 20 2 3
Morrow 5 108.7 -~ 2 3 -~ -
Mul tnomah 226 40.4 54 111 39 16 6
Polk 20 60.9 5 11 4 - -
Sherman 8 337.6 - 4 4 -~ -
Tillamook 21 117.6 2 8 ] 2 -
Unmatilla 36 79.3 7 17 8 4 -
Union 13’ 66.4 5 3 3 2 -
Wallowa 6 93.2 -~ 3 1 2 -
Wasco 19 88.1 4 6 5 4 -
Washington 50 34.9 5 40 3 2 -
Wheeler 4 212.8 3 1 - - -
Yamhill 29 70.7 4 15 7 1 2
Unknown 28 - - 5 - 23

1/ Rate per 100,000 population

Source:
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Costs of accidents in 1969

The. accidents in which the deaths and injuries occurred, together with
noninjury motor-vehicle accidents and fires, cost the nation in 1969, at least

$25,000,060,000

These costs include:

Wage losses due to temporary inability to work,
lower wages after returning to work due to perma-
ment impairment, present value of future earnings
lost by those totally incapacitated or killed—____ $6,700,000,000

M Medical fees, hospital expenses ,. $2,7 00,600,000

Insurance administrative and claim settlement
costs (claims are not identified separately but
losses for which claim payments are made are in-
cluded in other items in this table—see note below)  $5,300,000,000

3 Property damage in motor-vehicie accidents____ $4,300,000,000

Property destroyed by fire $1,952,000,000

Money value of time lost by workers other than
those with disabling injuries, who are directly or
indirectly involved in accidents . $4,000,000,000

Notes on certain accident costs

There are alternative ways of identifying certain costs of accidents, ‘The items in .the table
above represent one of the ways. All measurable costs have been included, and none have been

. included twice. See comments below under insurance costs.

Wage losses., Loss of product1v1ty by injured or killed workers is a loss to the nation, Since,
theoretically, a worker's contribution to the wealth of the nation is measured in terms of wages,
then the sum total of wages lost due to accidents provides a measure of this lost productivity.
For nonfatal injuries, actual wage losses are used; for fatalltles and permanently disabling
injuries, the figure used is the present value of all future earnings lost.

Insurance administrative and claim seéttlement costs. This is the difference between premlums
paid to insurance companies and claims- paid by them; it is their cost of doing business and is a
part of the accident cost total. Claims paid by insurance companies are not identified separately
in the total. Since every claim is paid to a claimant for such losses as wages, medical and hospital
-xpense, etc., losses for which claims are paid are already included in various 1tems in the table.

ACCIDENT FACTS 1970 Edition
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Accidental De iths by States,_1969 and Rate Changes from 1968

Deaths Death Rates Deaths Death Rater
State hange State’ hange
1969 1968 |1969** | from 1969 1968 |1969**| from
1968 1968
Total U.S....115,000 115,000 57.0 — 1% Missouri ..... 2,995 3,006 644 —~— 19
Montana ..... 652 571 93.9 -+15%
Alabama ..... 2,483 2,500 70.5 — 1% Nebraska ..... 896 931 61.8 — 49
Alaska ....... .o 2901‘ 107.Ct “ie Nevada ....... 468 480 1024 — 49
Arizona ...... 1,326 1,249 4+ 5% N. Hampshire. 370 396 51.6 — 8%
Arkansas ..... 1,317 1.451 66.0 —10%
California .... ... 10,843 b56.5*¢ eee New Jersey .. 2,846 2,953 39.8 — 5%
New Mexico .. 1,027 956 103.3 -+ 7%
Colorado ..... 1,389 1,346 66.1 -+ 2% New York .... 6,873 17,879 375 —13%
Connecticut .. 1,059 1,166 35,3 — 9% N. Carolina 3,476 3,563 66.8 — 4%
Delaware ..... 281 274 520 4 1% N. Dakota 417 408 67.8 - 4%
Dist. of Col... 363 409 45.5 —11%
Florida "...... 4,396 4,220 69.2 - 2% Ohio ..... .... 5,587 5,141 520 -+ 7%
Oklahoma .... ... 1,486 58.5* .
Georgia ...... 3,329 3341 717 — 2%
Hawaii ....... 281 294 354 — 7% Pennsylvania.. 4,875 5,689 41.3 —13%
Idaho ........ 626 567 87.2 - 9% " Rhode Island,. 349 365 383 — &%
Illinois ....... 5,132 5,362 465 — 5%
Indiana ...... ... 3,094 61.1° vee S. Carolina ... 1,893 2,048 70.3 — 8%
S. Dakota ... 535 528 81.2 2%
Iowa ......... 1,634 1,741 588 — 6% Tennessee .... 2,687 2,502 674 6%
Kansas ..... .. 1,469 1,340 63.3 -+ 8% TEeXAS «.cvanes ... 6918 62.8* e
Kentucky .... 2128 2291 658 — 7% Utah ........ . 634 596 607 -+ 5%
Louisiana .... 2,606 2,703 696  — 5% ,
Maine ........ 571 582 584 — 2% Vermont ..... 242 282 55.1 -—169%
' Virginia ...... 2,883 2,810 617 -4'1%
Maryland .... 1,562 1,693 415 — 9% Washington .. 1,972 2,007 58.0 —15%
Massachusetts. ... 2,688 47.0* .o W, Virginia .. 1,201 1,252 66.0 — 4%
Michigan ..... ... 4,318t 50.2% Wisconsin .... 2,228 2,190 526 1%
Minnesota .... 2,103 2,111 56.8 — 1% Wyoming ..... 365 346 114.1 7%
Migsissippi ... 2,010 1,704 85.2 -+18%
Puerto Ricot.. . 1,071 39.3* .
Virgin Islandst 52 48 93,5 - 8%
Accidental es, b\
ccidental death rates, by states, 1969
4 .
ansr JQ7. .
107.0 DEATHS PER 100,000 POPULATION
REGIONAL RATES
HEW ENGLAND 443
mwm "" 35 4J MIDDLE ATLANTIC

BELOW 52.0—11 STATES
£2352.0 T0 61.9— 14 STATES
62.0 T0 67.9—1| STATES
I 68.0 & OVER —

14 STATES

@ Source: Rates estimated hy NSC based on data from State Health Departments

and U, S, Census Bureaw. See page 64 for map shawing motor-vehicle death rates.
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10,800,000 disabing* injuries in 1969

Change Disabling
Deaths from 1968 Injuries*

115,000 0% 10,800,000

The death total in 1969 was unchanged from 1968. Motor-vehicle and public
deaths increased, while home and work deaths decreased. See page 12. for
effect of ICD Eighth Revision on 1968 and 1969 death totals. The death rate
per 100,000 persons was 57.0, down 1 per cent from 57.5 in 1968.

Principal élasses of accidents:

‘ Change Disabling

Deaths from 1968 Injuries*
Motor-Vehicle 96,400 + 2% 2,000,000
Public non-work 52,800 | 1,900,000
Work 3,300 100,000

Home | 300 . 20,000

Work | | 14,200 —1% 2,200,000
Non-motor-vehicle 10,900 2,100,000
Motor-vehicle - 3,300 | 100,000

Home o - 21,000 —5% 4,100,000
Non-motor-vehicle 126,700 4,100,000
Motor-vehicle ' 300 20,000

Public’ 21,000  +2% 2,600,000

NOTE: Deaths and injuries shown for the four separate classifications total more than
national figures shown at the top of the page because some deaths and injuries are included
in more than one classification. For example, 3,300 work deaths involved motor vehicles and
are in both -the work and motor-vehicle classifications; and 300 motor-vehicle deaths occurred
on home premises and are in both the home and motor-vehicle classifications. The total of such
duplication amounted to about 3,600 deaths and 100,000 injuries in 1969.

*Disabling beyond the day of accident. Injuries are not reported on a national basis, so
the totals shown are approximations based on ratios of disabling injuries to deaths developed
from special studies. The totals are the best estimates for the current year; however, they
should not be compared with totals shown in previous editions of ACCIDENT FACTS to indicate
either year-to-year changes or trends, Exceptions are the work injury estimates, for which
broad representative reporting and iong:established standardization of ‘‘disabling injury’ give
reliability to no change from 1968 to 1989 ' '

. 1BExcludes motor-vehicle and work accidents in public places. Includes recreation (swimming,
@ " unting, etc.), transportation except motor-vehicle, public building accidents, etc.

ERIC s5ivce: Accident Facts 1970 Edition

IText Provided by ERIC
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FAMILY PLANNING

GOAL EXPAND FAMILY PLANNING SERVICES TO FOSTER HEALTHY, WANTED, WELL-
CARED-FOR CHILDREN IN OREGON

CONDITION

There are about 441,000 women of childbearing age among the total

Oregon population of 2,050,900. These women, who could all be considered
potential users of family planning services can be classified into

three groups: (1) sexually active women who are at risk of becoming
pregnant out of wedlock; (2) young married women who desire to delay their
families or space their children until they are financially, emotionally,
or physically able to assume the responsibilities of parenthood; and

(3) women who have achieved their desired family size and who must

control their fertility until the end of their childbearing years. Although
all of the above women require the same type of family planning services,
the methods used to reach and educate each of these target groups will
differ.

Family planning services are available through both the private and public

medical sectors. There are no estimates of the use of birth control

methods prescribed by private physicians or those available from druggists

without prescription. Estimates of women who seek family planning

services through the public health sector, however, can be made. The Oregon
~ State Board of Health has estimated that there are approximately 44,000

medically indigent women who would potentially benefit from use of contra-

ceptives. During 1968, however, only 7% of this number received

contraceptive care. )

- Traditionally the economically disadvantaged and the medically
indigent women have less success in controlling contraception,
as evidenced by a larger average family size among the poor. That
the poor desire the same number of children as other socio- .
economic groups has been shown in a national fertility survey.1
The inability of Tow income women %o control contraception can be -
due in part to the inaccessibility of contraceptive services, their
Tack of knowledge about the more successful methods of contraception,
and their inability to afford a contraceptive program. '

I1legitimacy

One measure of the extent of unwanted childbearing is the prevalence
of illegitimate births. During 1969, there were 33,834 Tive births in
Cregon, of which almost 9% were illegitimate. Since 1960, the
illegitimacy ratio has more than doubled from 32.6 per 1,000 live
births in 1960 to 88.7 per 1,000 1ive births in 1969.

1. P.K. Whelpton, A.A. Campbell, J.E. Patterson. Fertility and Family Planning

in the United States. Princeton, N.J., Princeton University Press, 1966.

{];E(l(;‘ 247




Table 1

RESIDENT ILLEGITIMATE BIRTHS AND RATIOS, OREGON AND THE UNITED STATES

Oregon United States
' Ratio per Ratio per
__Year _ Number 1,000 births Number 1,000 Births
1960 1,250 32.6 224,300 52.7
1961 1,433 38.2 240,200 56.3
1962 1,499 40.5 243,100 58.8
1963 1,708 49.0 259,400 63.3
1964 1,754 52.4 275,700 72.5
1965 2,094 63.5 291,000 77 .4
1966 2,330 71.8 302,400 83.9
1967 - 2,478 78.8 318,000 90.3
1568 2,831 88.1 339,200 96.9
1969 3,000 88.7

One-half of the illegitimate births in Oregon were to women under age 20.

The young age of these mothers, their lack of adequate medical care

during nregnancy, the increased abuse of drugs among the young and

the tendency for certain youth groups to have their babies at home without
NG proper medical attention all Tead to increased health problems for

both the mother and the newborn. National data have shown that

illegitimate babies more often are of low birth weight and have a

greater risk of congenital problems than do Tegitimate babies.

Compounding the problem of illegitimacy in Oregon is the scarcity
of comprehensive health education programs in the schools. Few
school districts offer courses in sex education or responsible

- adulthood. '

CURRENT PROGRAMS AND ACTIVITIES

Family planning activities in Oregon can be divided into community
education and medical services. Most of the contraceptive care is
provided by the private physician, however, several pubiic clinics

are available to women of low socio-economic status. A summary of the
ongoing activities in family pianning are outlined below. A detailed
description of famiiy planning services in Oregon is available from the
State Comprehensive Health Planning agency.

The Oregon State Board of Health provides family planning consultation
to local health departments and other community groups. The staff
assists local areas in establishing public edqcation programs and
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conducts workshops for the training of local c¢linic physicians,
nurses, and other allied medical personnel in the family planning
concept. In addition, the Board allocates Health, Education, and
Welfare (HEW) funds to local health departments for the creation
and operation of family planning clinics.

Local Health Departments in the following counties have specialized
family planning clinics: Benton, Clackamas, Clatsop, Coos, Curry,
Douglas, Jackson, Josephine, Klamath, Lane, Lincoln, Marion,
Multnoman (three clinics), Polk, Umatilla, Union, Washington, and
Yamhil1l. Contraceptive information and devices are given and the
following procedures are included as a routine part of the clinic
services: (1) complete physical examination, including pap smear;
(2) serology f: * syphilis identification; (3) gonorrhea smear if
indicated; (4) bloodwork and urinalysis; (5) nutrition counseling;
and (6) public health nurse follow-up.

AT1 local health departments ccnduct educational programs in family
planning. The extent of these programs is determined, for the most
part, by the staff and funds available. As an example of expanded
community education, the Marion County Health Department has recently
initiated a family planning information service on the maternity ward
at Salem Hospital, General Unit. The program is conducted by the
registered nurses on the maternity ward as a routine part of their
nursing care to mothers during their postpartum confinement. Those

women desiring more information are referred to their pr1vate phys1c1an

or the local health department -

The Department of Education prepares state guidelines for the health
curricuTum in pubTic schools. Each school district, however, has the
responsibility for determining what will be included. Some school
¢istricts have outlined family planning courses in their curriculum.

The Public Welfare Division is required by law to provide family
planning information to all welfare clients requesting such information.
If a woman desires contraceptives, the case worker either arranges for a
physician visit, with Weifare paying the cost of the care, or refers

the woman to the public health nurse.

The Qffice of Economic Opportunity in Marion and Polk counties, the Mid-
Willamette Valley Community Action Program, has established an extensive
pubTic education and family planning referral program for low income

women. Family planning aides work in the community and arrange appoint-
ments with the iccal health department for women desiring contraceptives.

There are four Planned Parenthood Associations in Oregoh, one each in
Portland, Lane, Benton, and Jackson Counties. The Associations, working
closely with the Tocal health departments and private interested groups in
the community, provide counseling and public education programs on
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contraceptive methods and make referrals for contraceptive care. Since
the passage of the liberalized abortion Taw in Oregon, Planned Parenthood
has expanded its activities to include abortion referral to all women
seeking therapeutic abortions. The Planned Parenthood Association in
Portland conducts family planning clinics in two locations in the city.
These are staffed by paid and voluntary medical personnel and provide
services to low income women; pregnancy testing and counseling is being
added to the program. From January through September, 1970, the Portland
PTlanned Parenthood clinics have seen a total of 3,593 individual patients
with 9,606 patient visits.

The University of Oregon Medical School and the Multnomah County Hospital
in Portland conduct family planning services as part of their outpatient
obstetrical-gynocology services. Emanuel Hospital conducts a Maternal
and Infant Care project and provides family planning counseling to
eligible Tow-income women as part of their program for comprehensive

pre and postnatal care to high-risk mothers.

Pregnancy testing for women in Portland is conducted at Outside-In and

the People's Clinic. Although these organizations do not conduct formal
family planning programs, they do refer women to the Planned Parenthood

or the Multnomah County Health Department clinics for ongoing contraceptive
counseling. :

The Teen Mothers - Teen Parents Program, sponsored by the Young
‘Women's Christian Association (YWCA), in conjunction with several
other community agencies i.a Salem, is a comprehensive counseling,
education, and pre and post natal care program for teenage mothers,
both married and unmarried. Family planning counseling is included
among their services to young mothers. When indicated, referrals
are made to the Tocal health department clinic for family planning
medical services.

The Sex Information Education Council of the United States (SIECUS)
is a national organization to assist state and community groups in
planning sex education courses. The organization offers proressional
consultation to interested groups through planned study groups in tne
local areas. In addition, SIECUS publishes a pericdic newsletter.

American Organization of Sex Educators and Counselors was created to
Tend assistance in sex education curriculum development and teacher
training. The organization is planning to establish a chapter in
Oregon in the near future. ‘

The Abortiun Information and Referral Service is a non-profit
corporation established in March of 1970 to provide a central source
where Oregon women seeking legal abortions can receive necessary
legal, medical, and practical information, as well as human support.
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Two full-time employees and about 40 trained volunteers operate the
office located at Westminister Presbyterian Church in Portland.
Statewide referrals for abortion are provided free of charge. Inquiries
to Abortion Information and Referral Service have averaged about 220

per month. :

"AUTHORITIES
Oregon State Board of Health - Statutory

Public Welfare Division - Federal Statutory
Office of Economic Opportunity - Federal Statutory

OBJECTIVES

1. Make family planning 1nf0rmat1on available to ail Oregonians
by 1973.

2. Expand family planning clinic services in Oregon so that by 1975
all medically indigent women have access to free contracept1vea,
examinations, and counseling.

3. Reduce the illegitimacy ratio in Oregon 25% by 1975.

4, Insure that by 1975 all women who seek a therapeutic abortion and

all men and women who desire voluntary sterilization are able to
‘do so regardless of financial status.

RECOMMENDATIONS AND METHODS

1. FSTABLISH COMPREHENSIVE HEALTH EDUCATION PROGRAMS IN RESPONSIBLE
-ADULT LIVING IN ALL OREGON SCHOOLS.

Methods

a. Oregon State Board of Education and State Board of Health
develop a standard curriculum for sex education in Oregon schools.

b. State Board of Education require that sex education courses be
included in the curriculum of all Oregon schools.

c. Board of Education establish regular training sessions
for health teachers, giving special emphasis to the teaching
of sex education courses. Teaching assignments for sex education
courses should be voluntary and the teachers should be
thoroughly qualified. : -

d. Board of Higher Education, in cooperation with the universities and

schools of nursing, require courses i1n family planning for all
health profes:ionals.
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e. The Council of Churches be encouraged to include sex education
courses 1in their young adult and teen programs.

f. Community and other colleges be encouraged to include sex
education in adult continuing education programs, so that
parents can create an educational climate where relevant
sexual responsibility can be taught.

g. Public health educators from the state and local health depart-
ments and/or Planned Parenthood Association act as consultants
to schools, professionals, churches, and other interested groups
in establishing comprehensive programs for family planning
education. Community education programs should utilize all
mass media to publicize family planning. -

2. EXPAND COUNSELING SERVICES FOR THE SEXUALLY ACTIVE TEFENAGER.
Methods

a. The Mental Health Division, in conjunction withk the Oregon State
Board of Health, sponsor a workshop sess.on for gquidance
counselors in the public schools to train them in the, counseling
of sexually active youths and to inform them of the services
available to youth in the state and their local communities.

b. School guidance counselors establish a formal referral system
to locally available community services for youth, including
Planned Parenthood and the Abortion Information and Referral
Service.

3. MAKE FAMILY PLANNING INFORMATION AVAILABLE TO ALL APPLICANTS FQR
MARRIAGE LICENSES IN OREGON.

Met.hod

Oregon State Board of Health encourage county clerks to display "and
distribute family planning information supplied by the local

health department or the Planned Parenthood Association upon
application for marriagé license.

4, MAKE FAMILY PLANNING INFORMATION AVAILABLE ON ALL MATERNITY WARDS IN
' GENERAL HOSPITALS IN OREGON.

Method

Local health departments and Planned Parenthood Association
provide leadership in the development of workshop sessions in
family planning education for all maternity ward nurses, and
programs for family planning counseling as a routine part of
postpartum nursing care. '
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5. EXPAND FAMILY PLANNING CLINIC SERVICES TO ALL OREGON COUNTIES.

Methods

a. Oregon State Board of Health provide funding to local health
departments for the establishment and operation of family
planning clinics.

b. Oregon State Board of Health, in conjunction with Oregon iedical
Association, estaklish itinerant clinics to provide health
services, including family planning services, to counties
without full-time health departments,

c¢. Local health departments provide pregnancy testing and genetic
counseling as part of comprehensive clinic sServices to clients
of family planning clinics.

6. INCREASE ACCESSIBILITY OF THERAPEUTIC ABORTIONS FOR WOMEN WHO
DESIRE TO TERMINATE THEIR PREGNANCY. THERAPEUTIC ABORTIONS SHOULD
BE PROVIDED ON A SLIDING-SCALE FEE ACCORDING TO ABILITY TO PAY.

a. University of Oregon Medical School, in cooperation with the
Oregon Medical Association, study the feasibility of reducing
or eliminating unnecessary inpatient care for therapeutic
abortions.

b. Oregon Medical Association and the Planned Parenthood Association
submit legislation allowing abortions to be performed in
approved clinics (hospitals required now) .

c. Health insurance carriers be encouraged to provide coverage
for therapeutic abortions for the married and unmarried at the
option of the subscriber.

7. INCREASE ACCESSIBILITY TO VOLUNTARY STERILIZATION.
Methods

a. Family planning clinics proviée information and -~o2unseling on
voluntary sterilization as a method of birth control.

b. Health insurance carriers in Oregon be encouraged to provide

coverage for vasectomies and other sterilization procedures
at the option of the subscriber.

OPERATIONAL PROBLEMS

1. Insufficient staff and funds at the local 1eve1 to establish or-
expand family planning programs.

O

]ERJ(? 248

Aruitoxt provided by Eic:



2. Lack of trained health. educators adept at community organization.
3. Citizen opposition to sex education.
4. High costs of therapeutic abortions.
5. Legal impediments to performing therapeutic abortions outside of

hospitals.

EVALUATION CRITERIA

Successful expansion of family planning services in Oregon can ultimately
be evaluated by observing a decrease in completed family size, as well as
through reported statistics on: (1) increased family planning services

to the medically indigent; (2) decreased illegitimacy ratio; (3) increased
number of therapeutic atortions; and (4) increased number of voluntary
sterilizations. "

PRIORITY

To be determined.

o | : 249




NUTRITION

. GOAL IMPROVE THE NUTRITION OF ALL OREGONIANS

CONDITION

Good nutrition is essential to the promotion of optimal health and the
control of disease. Even in our affluent society, nutritiohal
deficiencies abound and are not restricted to poverty groups.

Inadequate diet has a profound effect on the health and well being of
individuals. Studies have indicated that malnutrition at any time
during the life cycle can lead to serious problems in metabolism and
growth, can impede learning and can contribute to dental problems.
Because malnutrition is not a reportable condition, accurate statistics
on the number of Oregonians who are malnourished are not presently
available. In the future, however, more efforts will be made to
collect accurate nutrition data through university studies and the
Oregon State Board of Health. Local health departments have been asked
to report the number of public health nursing visits for malnutrition,
Although these figures will underestimate the problem, they will help
to identify various geographic areas and population groups needing
immediate attention.

Indications of malnutrition commonly used are: infant mortality,
incidence of tuberculosis; and death rates of cardiovascular disease,
diabetes, and renal disease.

In 1969, there were 592 deaths in Oregon of infants under one year

of age resulting in an infant mortality rate of 17.5 per 1,000 live
births. The United States' rate was 21 per 1,000 live births. Of the
36 Oregon counties, 15 haqd infant mortality rates above the state
average. The counties with the highest rates included: Coos (25.5),
Douglas (26.3), Klamath (24.5), Union (38.7), and Yamhill (24.2).

Chronic diseases such as diabetes, cardiovascular-renal diseases, and
tuberculosis have important interrelationships with nutrition. During 1969
there were 10,540 deaths due to these chronic conditions for a rate of

506 per 100, 000 population. About 54% of ali the deaths in 1969 were
attributed to these chronic conditions.

Another frequently used indicator of malnutrition is low socio-
economic status. In March, 1970, an average of 97,724 persons were
receiving public assistance In addition, there were 64,422 low-
income but non-welfare persons eligible for the federa]]y subsidized
food programs. Therefore, a minimum of about 160,000 Oregon citizens
were in need of public assistance.
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Also affecting the nutritional status of all Oregonians is lack of
laws relating to enrichment and fortification of foodstuffs produced
and sold in the state. There is no way to assure that bread and flour
are enriched with thiamin, niacin, riboflavin, and iron; that

milk is fortified with vitamins A and D; or that iodine is added to
salt.

National Data

A comprehensive survey to assess the nutritional status of people

in the United States is in progress. Preliminary results from a
10-state sample of low-income families indicated that: (1) one-third
of the children under six had hemoglobin Tevels diagnosed as anemia
and requiring medical attention; (2) one-third of the children under
six had less than adequate serum Tevels of vitamin A; (3) 19% of the
people had Tow levels of urinary riboflavin; (4) 9% had low Tevels of
urinary thiamin; (5) serum vitamin C lTevels were less than adequate in
12 to 16% of all age groups; (6) 16.3% of all people surveyed had less
than adequate serum protein levels; (7) 96% had 10 teeth decayed, filled,
or missing; and (8) adults examined had 6 times as many decayed and
unfilled teeth as the average American.

More recent data from the Louisiana sub-sample of the survey indicated
that among 3,000 individuals in the sample: 16% had unacceptable
vitamin C blood Tevels; 30% had unacceptable vitamin A blood levels;
and 44% had unacceptable hemoglobin blood values.

State Data

A few recent studies have been made to evaluate the nutritional Tevel

of Oregonians. The Oregon State Board of Health conducted a diet intake
and nutrition study in 1969 among migrant children in Polk County. The
study indicated a problem of Tow vitamin A and C blood levels and a low
intake of fruits and vegetables, despite the fact that there is an
abundant supply of these foods in Oregon at reasonable costs. A similar
study of 157 low income elderly residents of Polk County conducted

from January 1969 to April 1970 showed that half of the diets were

poor. Vitamins A and C, calcium, and riboflavin were the nutrients most
often deficient.

A 1965-8 study of 400 Tow-income pregnant women in Portland showed that

61% of the diets were poor. The nutrients most often lacking were calcium
iron, and vitamins A and C. One-fourth of the women had diets low in protein;
39% had anemia when they first came to the clinic for care.

A 1967-8 study of preschool children in a low income Portland = 'ea

showed 25% of the diets to be low in protein, 36% low in iron, 53%
Tow in vitamin C, and 30% Tow in vitamin A. ’
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CURRENT PROGRAMS AND ACTIVITIES

Food Assistance Programs provide low income households access to more
food than their budget could otherwise provide.

In the Food Stamp Program, low income households, certified to be
eligible by the Public Welfare Division, receive stamps which can be

used as cash at grocery stores. Participating counties are Baker, Grant,
Josephine, Multnomah, Washington, and Yamhill,

In the Abundant Food Program, certified Tow income households can
receive a variety of nutritious foods such as cheese, canned meat, and

" flour from county distribution centers. All counties, except those in
the Food Stamp Program participate.

In the Infant Foods Program, those certified low income households with
infants under one year of age are entitled to receive additional foods
for the infant. Participating counties are Baker, Deschutes, Grant
Lane, Marion, Po]k, and Umatilla.

In the Supp1ementa1 Foods Program for H1gh Risk Groups, pregnant

and nursing mothers and children under six years of age, from low

income households are eligible for foods in addition to those provided
through the Abundant Food or Food Stamp Programs. Local county heaith
departments must certify that specific symptoms of poor health bordering
on malnutrition are present. Participating counties are Clackamas,
Clatsop, Columbia, Coos, Crook, Curry, Douglas, Gilliam, Hood River,
Jackson, Jefferson, Lincoln, L1nn, Malheur, Morrow, Sherman, Tillamook,
Union, Washington, and Wheeler.

The nutrition consultants at the Oregoﬁ State Board of Health are
responsible for the quality of the nutrition component of all health
programs conducted and/or financially supported by the Oregon State
Board of Health.

In addition, they point out unmet nutritional needs and serve as the
public health nutrition resource of the state, providing information
and materials to professional people including physicians, nurses,
teachers, social workers, librarians, as well as the public on both
normal and therapeutic nutrition. The Oregon Diet Manual, which is
kept current and provided to all hospitals, nursing homes, and health
departments in the state, is an example of this service. Nutritionists
cooperate with local health departments and with other public and
private agencies to improve nutrition services in Oregon.

Once a year the nutritionists price the cost of low income food budgets
and modified diets. These figures are offered to Public Welfare and
cther agencies for their use.

Currently, nutrition consultants from the Maternal and Child Hea1th
Section are employed in the following special programs:
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Inborn Errors Program tests all newborns in the state for a number

of inborn errors of metabolism. As modified diet is the only known
treatment, the nutritionists plan diets and assist the family, physician;
and the public health nurse to provide adequate dietary management. . Direct
service is given by the nutritionist not only in carrying out the

dietary plan, but in the preparation of materials explaining the diet.

The Child Development Clinics in Clackamas, Washington, Polk, and
YamhiTl Counties utilize nutritionists as a team member of the staff.
The nutritionist makes recommendations for improving the aiet and
encouraging good food habits. In selected cases she continues to work
with the families. She meets with parent groups to discuss common
nutrition problems such as obesity.

The Maternal and Infant Care Project conducted by the Oregon State
Board of Health at Emanuel Hospital for low income women in the Albina
and St. Johns sections of Portland employs a nutritionist and a home,
economist. Mothers are counseled on how to meet the nutritional needs
of pregnancy and Tlactation and how to feed their infants. The home
economist assists families with budgeting, food buying and preparation,
and general home management. During 1965-70, 2,100 patients were"
admitted to the project. The nutritionist and the home econcmist work
in the community to assist with nutrition problems of low income
families and to cooperate with other groups in attempting to find
solutions.

The nutrition consultant in the Chronic Disease Section stimulates
development of and participates in .educational programs for health
professionals (physicians, nurses, dietitians), subprofessionals
(nurses' aides, home health aides, food service personnel), and the
community, as nutrition relates to the chronically i11 and the aged.
Programs are centered primarily around diabetes, obesity, heart
disease, arthritis, renal disease, and other conditions having a
nutrition component. :

‘The nutritionist in the Health Facilities Licensing and Certification
Section provides consultation to facilities certified by Medicare

to 1mprove dietary services. Lack of time and money Timit the avail-
ability of this help to Oregon's Ticensed but non-Medicare certified
facilities. :

The nutrition program of the local ‘health departments includes the
promotion of good normal nutrition as well as the interpretation of
therapeutic diets ordered by physicians. Since only one county
(Multnomah) has a staff nutritionist, consultants from the Oregon
State Board of Health give nutrition assistance as needed. The
programs include food selection and buying, promotion of better
nutritional health for pregnant women, infants, and children,

school children, families with Tow income, the i11, and the elderly.
Many Tocal health departments have home health aides who .assist the
nurses in .giving home care to the sick.

In counties with the Supplemental Foods Program for High Risk Health
groups, health departments are responsible for certifying individuals
[ERJ!:‘ for the supplemental food programs.
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The Public Welfare Division provides money for food for recipients

of Aid to Dependent Children, General Assistance, Foster Home Care,

old age assistance, aid to the blind, and aid to the disabled. Welfare
reimburses county governments for 70% of the expenses of the Abundant
Food Program and maintains the income guide and eligibility rolls

for persons qualifying for the Focd Program and maintains the income
guide and eligibility rolls for persons qua11fy1ng for the family

food assistance programs.

The Oregon Board of Education and the pub1ic schoo]s in the state are
charged, by law, with the responsibility of health education in the
schools. Nutrition is a part of the planned health curriculum. High
schools which offer vocational education in Home Economics and/or
health-related careers include courses in nutrition as a part of these
curriculums.

Several of the community colleges, in cooperation with the Oregon
Dietetic Association and the Oregon State Board of Health, are offering
courses in food service careers and health-related careers such as .
Practical Nursing; nutrition is one of the subjects taught.

The Qregon Board of Education administers the federal assistance
available to Tocal school districts for school food service programs.
This assistance is in the form of cash reimbursement for the school
Tunch, school breakfast, and special milk programs, and the distribution
of foods provided by the U.S. Department of Agriculture for schools.

The School Food and Nutrition Services of the Oregon Board of Education
also provides professional guidance to local districts in improving the
administration and operation of the food services programs, in conducting
or sponsoring workshops and adult education courses for school food
service supervisors or managers on projects to integrate school food
service more closely into the total educational program. New amendments
to the National School Lunch and Child Nutrition Acts provide funding
through grants for nutritional training for workers, cooperators, and
participants in these programs and for surveys and studies of. requirements
for food service programs.

Nutrition education programs in Oregon schools have been limited in

scope and effactiveness because most teachers who teach nutrition A
units in health education do not have an adequate background in nutrition.
In addition, the supply of nutritionists who are trained to teach is
Timited.

The colleges and universities, under the Oregon Board of Higher Education,
provide professional and preprofessional education for students entering
nutrition-related health, education, and food handling fields.  The
University of Oregon Medical School and Dental School include a

nutrition component in their professional curriculum. Undergraduate

and graduate degrees in nutrition and in dietetics are offered at Oregon
State University. A dietetic internship program is conducted at the .
University of Oregon Medical School.
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University faculty serve as resource personnel for consultation. In
addition, both the medical and the dental schools of the University of
Oregon conduct nutrition clinics where dietitians are available for
personalized nutrition counseling. The clinics also participate in
research and surveys on nutrition in the hospital and community.

Nutrition research studies at Oregon State University focus on the
determination of human nutrition requirements and the role of food in
maintaining optimum health. Related programs deal with research in the
economics, production, selection, preparation, and preservation of food
to ensure maximum nutritional quality and food safety. A Nutrition
Research Institute has been established at Oregon State University to
promote effective teaching and research in the broad field of nutrition
and encourage collaboration and cooperation among the several disciplines
concerned with nutrition. Research in the basic sciences is also
conducted at the University of Ore